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THE USE OF LOCAL TAX DOLLARS IN KENTUCKY LOCAL 
HEALTH DEPARTMENTS TO SUSTAIN PROGRAMS FROM 2009 
– 2013 
This is a descriptive “case” study of public health finance in Kentucky, no data 
from other states were examined. The data used in this study were provided by 
the Kentucky Department for Public Health (KDPH).  The data used in this study 
are longitudinal (2009-2013) and the core focus of this study is on: 1) changes in 
funding from the state to the 57-61 local health departments (single county and 
multi-county district departments) 2009-13, 2) changes in restricted and un-
restricted fund reserves among local health departments, and 3) an examination 
of the local taxing districts and greater reliance on use of local tax dollars to fund 
mandated and non-mandated services at the local level. The financial data from 
the Kentucky Department for Public Health include fund balances, financial 
audits, and tax rates from 2009 – 2013. From an academic and intellectual 
history perspective, this study fits within the PHSSR (public health systems and 
services research) field of study, and more specifically, within the emergent 
substantive field of research on public health finance.      
This study utilized the conceptual/empirical framework of the County Health 
Rankings as an organizing mechanism. The County Health Rankings framework 
begins with “the end in mind.” The outcomes are population-health oriented in 
content and scope: 1) reductions in premature death and 2) improvements in 
quality of life measures such as the percentage of the population reporting 
excellent or good, as opposed to fair or poor physical and mental health days. 
Following the completion of this descriptive phase of the study, a more causal-
oriented analysis will be implemented. Therefore, this study is designed to be 
descriptive in nature and more hypothesis generating than hypothesis testing or 
confirming. 
 
There has been a reduction from 2009-13 in Federal funding to the 
Commonwealth of Kentucky for public health. The overall percentage reduction is 
  
-11.1% ($42,909,657). There are four funding streams to KDPH, each of which 
had reductions from 2009 - 2013: 1) Federal 2) General Fund, 3) Restricted, and 
4) Tobacco Master Settlement Funds. The most important finding is that the 
overall percentage of what Kentucky spends on public health from the Federal 
government has increased from 51% of the total in 2009 to 56% in 2013. The 
source of funding for public health flowing to local health departments from 
KDPH, either from the Federal level or through state-level funds, is also 
organized into four streams: 1) Federal pass through, 2) State General Fund, 3) 
Restricted, 4) Tobacco Master Tobacco Settlement funds. The overall reduction 
in these streams is -14.7% or $23,114,227). It is important to note that the 
percentage of dollars that are “Federal” in origin that are earmarked for local 
health departments from the “state” has increased from 2009 to 2013. Federal 
dollars are therefore being used to offset state funding reductions for public 
health.  In Kentucky, state-level government spending represented by its biennial 
budget is limited to the amount of revenue available. The recent recession has 
produced limited degrees of freedom in Kentucky for funding new or for 
continuing funding of existing programs in public health, as well as a number of 
other areas. This, plus required, but un-anticipated, increases in mandated fringe 
benefits for local public health personnel has further restricted and constrained 
efforts by local health departments to deliver services.  There are at least four 
types of services delivered by local health departments: 1) core mandated 
services, 2) non-mandated services, 3) community-driven services, and 4) 
foundational capabilities. Core mandated services are those that the local health 
department “must deliver,” based on Kentucky state law, although in most cases 
they are not fully funded.  
Unfortunately, in Kentucky some local health departments are struggling to pay 
for even these core mandated services. Therefore non-mandated services and 
community-driven services are often not being delivered. How can public health 
address community needs if local tax money is being used to backfill state 
mandated programs?   
  
A large proportion of the leading causes of death could be prevented by shifting 
policies, initiatives and programmatic efforts to address upstream factors. 
Smoking, poor diet and physical inactivity (specifically obesity) are causally 
related to each of the most prevalent leading causes of premature death and 
morbidity (i.e., cardiovascular diseases, cancers, strokes, COPD, diabetes). A 
good example of the lack of synchrony between the leading/actual causes of 
death and public health priorities can be found in the budget for the KDPH. In the 
entire KDPH budget there is no mention of lung cancer, 85-90% of which is 
caused by smoking. Kentucky ranks first among states in lung cancer mortality 
and second among states in smoking among adults according to the Kentucky 
Cancer Registry. Not only is there not a specific and robust KDPH initiative on 
lung cancer and smoking, the KDPH redirects dollars from the master tobacco 
settlement fund, designed to address tobacco use to childrens health programs 
such as funding for spina bifida without anencephaly and anencephaly ( in 2012 
there were 1,460 cases and 859 cases respectively nationwide).  
 
Further, the KDPH has recently encouraged local health departments to focus on 
providing primary care. While local health departments in Kentucky have “clinics,” 
primary care is not population health. The rationale offered for encouraging local 
health departments to open primary care centers is based on the assumption that 
“local health departments can make money” from this kind of initiative. It could be 
argued persuasively that public health should not be focused on “making money” 
by providing clinical services.   
 
There are two painfully obvious questions that need to be raised concerning 
public health priorities in Kentucky as reflected in the 2014 KDPH budget. First 
Question: Why is there greater emphasis in the budget on infectious diseases 
and preparedness (epidemiology and health planning, 15% of the budget) than 
chronic diseases (prevention and quality improvement, 4% of the budget)? 
Second Question: Why is almost two-thirds of the KDPH budget focused on 
  
maternal and child health? These population groups do not account for a 
significant percentage of premature death and poor quality of life. 
 
Simply put, where is population health in the KDPH budget? 
 
 
KEYWORDS: (Kentucky Public Health Services, local health department 
funding, local health department budgets) 
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CHAPTER 1 
Public Health Systems 
 
 
Characteristics of this Study  
 
First, this is a descriptive “case” study of public health finance in Kentucky, no data from 
other states are examined. The data used in this study were provided by the Kentucky 
Department for Public Health (KDPH). Second, data are used from the entire “universe” 
of the 120 counties in Kentucky and the 57-61 local district (multiple counties) and 
single county health departments. Third, the data used in this study are longitudinal 
(2009-13) and the principal focus is on changes in the sources and amount of funding 
from KDPH provided to local health departments. A limitation of this study is that, in 
2012 the state switched from categorical to block-grant funding. Categorical funding 
provided a specific dollar amount to a cost center that covered a specific program. For 
example, cost center 722 (asthma education) received a specific amount of funds that 
could only be spent on this specific program. When the funding stream mechanism was 
changed from categorical to block-grant, local health departments were given a “pot” of 
money and the director could spread the money to programs of their choice. For 
example, under the block-grant mechanism, if the WEDCO District Health Department 
received $200,000, those dollars could be spread across programs chosen because of 
needs specific to the district instead of a state-level decision on which programs were to 
receive a specific amount of dollars. The idea behind this change in funding was to 
allow more flexibility among the health departments to use funds based on how they 
were needed in that specific health department. With only one year of block grant 
funding, it will not be possible to examine trend lines in the data regarding the effect of 
the change to block grant funding on the financials among local health departments. 
This change in mechanism (from categorical to block) does not change what are 
mandated versus non-mandated programs, but it does allow local health departments 
discretion in funding non-mandated/additional programs that would, under a categorical 
funding mechanism, not receive funding. The idea behind this change was to allow 
flexibility to the health departments. However, the flexibility is minimal because most 
mandated programs are backfilled with local tax dollars.    
 
The fiscal and other relationships among public health systems at the federal, state and 
local levels are complex, complicated and constantly evolving. The local health 
department is the “ultimate venue” in which most public health services are delivered 
and where citizens have their most personal point-of-contact with public health. 
However, the term “local” is somewhat misleading because significant percentages of 
the funds used to pay for the delivery of services at the local level have their genesis at 
the federal level. It is therefore important to note at the outset that the nature, content 
and scope of those services are influenced by specific federal initiatives and 
programming. The Family Planning program and Breast and Cervical Cancer Programs 
are two federal programs that require a backfill of local tax dollars. These programs are 
  
examples of federal mandated initiatives that the local health department delivers but 
require backfill with local tax dollars. The requirement to backfill these mandated 
programs diminishes the local tax money and ultimately the ability to implement 
programs determined by community needs assessments.   
 
The Kentucky Department for Public Health (KDPH) is located administratively within 
the Cabinet for Health and Family Services (CHFS). KDPH is the principal conduit by 
which federal and state funds are made available to local health departments to pay for 
the delivery of public health services. The mechanism under which funds are transferred 
from KDPH to local health departments is a memorandum of agreement (MOA) 
between KDPH and Kentucky’s 61 local health departments. This MOA covers 
“mandated” services local health department are “required” to provide, as the result of 
Kentucky statute, as well as additional “non-mandated services.” From an accounting 
perspective, the funds/cost centers for these services are assigned to specific 
departments in KDPH (for example, Environmental, Clinical Services, Health 
Education/Promotion, etc.) and for specifically identified programs (i.e., HANDS or 
Health Access Nurturing Development Program). Appendix 1 contains a list of these 
cost centers and the names of programs that fall within specific departments.  
 
 
 
 
Mandated and Non-Mandated Services  
 
There are at least four types of services delivered by local health departments: 1) core 
mandated services, 2) non-mandated services, 3) community-driven services, and 4) 
foundational capabilities. Core mandated services are those that the local health 
department “must deliver,” again, by Kentucky law, although in most cases they are not 
fully funded. Funding is often more tenuous for the so-called “additional” and 
“community-driven services.” Foundational capabilities are services that all local health 
departments should have the skills and resources to deliver (see Appendix 2). These 
can occur through cross-jurisdictional sharing. Cross-jurisdictional sharing occurs when 
one health department may have more resources or more specific resources than 
another. Therefore, the resources are sometimes shared across health departments to 
address a specific need another health department is facing. An example would be 
when an accreditation coordinator for a larger health department assists a smaller 
health department with their community needs assessment. These are activities that 
should be delivered and that residents and community leaders believe are essential 
elements of the service delivery portfolio. Unfortunately, in Kentucky some local health 
departments are unable to provide funding for even the core mandated services. 
Therefore non-mandated services and community-driven services are often not being 
delivered as the result of lack of funding. Listed below are local health department 
mandated and non-mandated (i.e., “additional”) programs in Kentucky. Appendix 2 
contains the Kentucky Foundational Package of Local Public Health Services.  
 
 
  
Table 1: LHD Mandated and Non-Mandated Programs 
 
Local Health Department Statutory 
Mandated Programs 
Local Health Department 
Non-Mandated Programs  
 Link people to appropriate personal 
health services; 
 Environmental Health Services; 
 Communicable Disease Control and 
Epidemiology; 
 Health Promotion and Prevention; 
 Emergency Preparedness; 
 Breast and Cervical Cancer 
Treatment Program Enrollment; 
 Child Fatality Review; 
 Grief Counseling; 
 Local Registrar; 
 TB Testing, Screening, DOT and 
DOPT; 
 Childhood Lead Case Management; 
 HANDS; 
 Newborn Screening; 
 EPSDT Outreach; 
 Immunizations; 
 STD and HIV Testing; 
 Women Infant Children Program; 
 Kentucky Women’s Cancer 
Screening Program; 
 Diabetes; 
 Medical Nutrition Therapy; 
 STD Treatment; 
 Well Child Exams; 
 Family Planning Program; 
 Prenatal; 
 Tobacco Program. 
 Medical Clinics; 
 Dental Services; 
 Home Health Services; 
 Community Based Waiver Program; 
 Behavioral Health Services; 
 Telehealth Services; 
 Patient Care Coordination and Navigation; 
 Worksite Wellness Initiatives; 
 Humana Vitality Assessments; 
 School Health Nursing Services; 
 Adult Preventative; 
 Quality Management Program; 
 Information Management and Analysis; 
 Community Engagement Strategies; 
 Policy Development; 
 Financial Analysis and Planning; 
 Resource Development and Local 
Operations; 
 Laboratory Capacity. 
         ****(not an exhaustive list) 
                      **Source: Kentucky Foundational Packages of Local Public Health Services 
 
Governance Structure for Public Health in Kentucky       
 
Meit, et al. (see also Mays et al.) constructed a typology of state health departments: 1) 
centralized/largely centralized states, 2) shared/largely shared states, 3) mixed states 
and 4) decentralized/largely decentralized states1,4. Criteria for inclusion in these 
classes is based largely on the reporting structure for local health departments within 
the state public health system. Kentucky is classified as a “shared” state. A shared state 
has employees at the state or at the local government level that may “lead” shared local 
health department units. If state employees lead shared local health department units, 
  
ultimate authority to make fiscal decisions and/or issue public health orders resides with 
the local government.   
 
Governance for local health departments resides in a Board of Health for each of 
Kentucky’s 120 counties. Statutes determine the structure and composition of each 
Board of Health. For a single county health department the Board is responsible for 
governance. The Board for a multi-county “district” health department consists of 
members selected from each of the local/county boards in the district. The local board 
of health is responsible for setting the county tax rate and maintaining the health 
department building. The Governing Board of Health is responsible for hiring and 
providing guidance/counsel to the director of the local public health department. The 
Public Health Director of the local health department, with oversight provided by the 
Governing Board of Health, is responsible for leadership on public health issues in the 
catchment area. The Public Health Director interacts with directors of other health 
departments and with representatives from the state and federal levels, and provides 
stewardship of the fiscal resources to insure the delivery of quality public health 
services. The Public Health Director is essentially the CEO. Although they report to the 
director of the local health department, all employees are considered quasi-state 
employees under the Kentucky State Merit System.    
 
Funding for Delivery of Services and Programs at the Local Level 
 
Public health has a business/financial function. Like all businesses, a sufficient amount 
of capital and the qualified personnel (human capital) is necessary to insure the delivery 
of mandated and non-mandated services. The federal and state funding streams 
available to local health departments are complex, complicated, constantly 
evolving/changing and often inadequate, sometimes to even cover the mandated 
services.  
 
This study examines federal, state and local funding streams from 2009-2013. During 
this five-year period, special attention will be on the size and nature of reductions in 
federal and state funds and the putative effects of those reductions on the use of local 
tax dollars to sustain delivery of mandated and other services. In the best of situations 
local tax dollars should be allocated to address local needs, not fund services mandated 
by the state for which state funding is inadequate (i.e., unfunded mandates). Local tax 
dollars should not, in the best of situations, be used to implement and supplement 
initiatives and programs that do not appear to reflect the needs identified as specific to 
the local community. In the broadest sense, this study reflects the intellectual traditions 
of Public Health Systems and Services Research (PHSSR) and the emerging field of 
public health finance research.  
 
 
 
 
  
CHAPTER 2 
Conceptual/Empirical Model for this Study 
 
In the second decade of the 21st century, public health involves:  
 
1) Efforts to improve “population health” with an overriding emphasis on 
populations, not individual health status.   
2) The implementation of “evidence-based practice” in policies, initiatives and 
programming as well as “practice-based evidence”2.  
3) An explicit recognition that a small percentage improvement for a large 
population produces more healthy cases than a large percentage improvement in 
a small population. 
4) A responsibility to demonstrate accountability for the funds dispersed and the 
cost-effectiveness of programs delivered (i.e., a return-on-investments [ROI]) for 
the shareholders of local health departments, the citizens whose taxes are used 
to deliver public health at the local level).  
 
This study is an initial phase of a broader research program in PHSSR and public health 
finance. The study is designed to be hypothesis-generating rather than hypothesis-
testing and confirming. While the knowledge base on public health delivery systems has 
grown almost exponentially in the last decade or so, the current knowledge base in 
2015 still has major gaps. For example, very few studies focus specific attention on 
local health departments and the financial opportunities, challenges and constraints 
within and under which they deliver public health services. An exception is the cross-
sectional study by Harris et al. that used 2010 county health rankings data from 
Kentucky and examined several administrative-type predictor variables and one specific 
financial variable (i.e., use of funds from unrestricted reserves to provide local 
services)3. The relative dearth of attention to public health finance at the local public 
health department level is a principal stimulus for this study.  
 
Conceptual, Empirical and Intellectual Framework for this Study  
 
The goal of each and every local health departments is improvements in “population-
level” health indices attributable to evidence-based practices and practice-based 
evidence2. For 25 years, the University of Wisconsin, with funding from the Robert 
Wood Johnson Foundation, has been publishing County Health Rankings. This study 
will use the 2014 County Health Rankings for Kentucky as the conceptual, empirical and 
intellectual framework for examining single-county and multi-county district health 
department financials in Kentucky.  
 
 
 
 
 
 
  
Table2: County Health Rankings Framework 
Health Outcomes 
Focus Area Measure Description Weight 
Length of life 
(50%) 
Premature 
death 
Years of potential life lost before 
age 75 per 100,000 population 
(age-adjusted) 
50% 
Quality of life 
(50%) 
Poor or fair 
health 
Percentage of adults reporting fair 
or poor health (age-adjusted) 
10% 
Poor physical 
health days 
Average number of physically 
unhealthy days reported in past 30 
days (age-adjusted) 
10% 
Poor mental 
health days 
Average number of mentally 
unhealthy days reported in past 30 
days (age-adjusted) 
10% 
Low 
birthweight 
Percentage of live births with low 
birthweight           (< 2500 grams) 
20% 
     Health Behaviors (30%) 
Focus Area  Measure   Weight 
Tobacco use 
(10%) 
Adult smoking Percentage of adults who are 
current smokers 
10% 
Diet and 
exercise 
(10%) 
Adult obesity Percentage of adults that report a 
BMI of 30 or more 
5% 
Food 
environment 
index 
Index of factors that contribute to 
a healthy food environment, 0 
(worst) to 10 (best) 
2% 
Physical 
inactivity 
Percentage of adults aged 20 and 
over reporting no leisure-time 
physical activity 
2% 
Access to 
exercise 
opportunities 
Percentage of population with 
adequate access to locations for 
physical activity 
1% 
Alcohol and 
drug use (5%) 
Excessive 
drinking 
Percentage of adults reporting 
binge or heavy drinking 
2.5% 
Alcohol-
impaired 
driving deaths 
Percentage of driving deaths with 
alcohol involvement 
2.5% 
Sexual 
activity (5%) 
Sexually 
transmitted 
infections 
Number of newly diagnosed 
chlamydia cases per 100,000 
population 
2.5% 
Teen births Teen birth rate per 1,000 female 
population, ages 15-19 
2.5% 
  
     Clinical Care (20%) 
Focus Area  Measure   Weight 
Access to care 
(10%) 
Uninsured Percentage of population under 
age 65 without health insurance 
5% 
Primary care 
physicians 
Ratio of population to primary care 
physicians 
3% 
Dentists Ratio of population to dentists 1% 
Mental health 
providers 
Ratio of population to mental 
health providers 
1% 
Quality of 
care (10%) 
Preventable 
hospital stays 
Number of hospital stays for 
ambulatory-care sensitive 
conditions per 1,000 Medicare 
enrollees 
5% 
Diabetic 
monitoring 
Percentage of diabetic Medicare 
enrollees ages 65-75 that receive 
HbA1c monitoring 
2.5% 
Mammography 
screening 
Percentage of female Medicare 
enrollees ages 67-69 that receive 
mammography screening 
2.5% 
     Social and Economic Environment (40%) 
Focus Area Measure   Weight 
Education 
(10%) 
High school 
graduation 
Percentage of ninth-grade cohort 
that graduates in four years 
5% 
Some college Percentage of adults ages 25-44 
years with some post-secondary 
education 
5% 
Employment 
(10%) 
Unemployment Percentage of population ages 16 
and older unemployed but seeking 
work 
10% 
Income (10%) Children in 
poverty 
Percentage of children under age 
18 in poverty 
7.5% 
  Income 
inequality 
Ratio of household income at the 
80th percentile to income at the 
20th percentile 
2.5% 
Family and 
social support 
(5%) 
Children in 
single-parent 
households 
Percentage of children that live in 
a household headed by single 
parent 
2.5% 
Social 
associations 
Number of membership 
associations per 10,000 population 
2.5% 
  
Community 
safety (5%) 
Violent crime Number of reported violent crime 
offenses per 100,000 population 
2.5% 
Injury deaths Number of deaths due to injury 
per 100,000 population 
2.5% 
     Physical Environment (10%) 
Focus Area  Measure   Weight 
Air and water 
quality (5%) 
Air pollution - 
particulate 
matter1 
Average daily density of fine 
particulate matter in micrograms 
per cubic meter (PM2.5) 
2.5% 
Drinking water 
violations 
Percentage of population 
potentially exposed to water 
exceeding a violation limit during 
the past year 
2.5% 
Housing and 
transit (5%) 
Severe housing 
problems 
Percentage of households with at 
least 1 of 4 housing problems: 
overcrowding, high housing costs, 
or lack of kitchen or plumbing 
facilities 
2% 
Driving alone 
to work 
Percentage of the workforce that 
drives alone to work 
2% 
Long commute 
- driving alone 
Among workers who commute in 
their car alone, the percentage 
that commute more than 30 
minutes 
1% 
 
 
Outcomes. In the County Health Rankings framework health outcomes are the 
“dependent variables” in research terms. The population health outcomes are 
represented by two variables: 1) length of life (i.e., reductions in rates of premature 
death) and 2) quality of life (i.e., reductions in the percentage of low birthweight babies 
and increases in the percentage of the population reporting more physical days, mental 
health days and days overall that are excellent or good).  Each of these two substantive 
outcomes are assigned a score of 50%.     
 
Outcomes Variables: Length of Life (50%) premature death; Quality of Life (50%)      
Poor or fair days, Poor physical health days, Poor mental health days, Low birthweight. 
 
Mediators. Public health policies, initiatives and programs do not “directly” impact the 
outcomes/dependent variables. In the County Health Rankings framework, these 
policies, initiatives and programs are “mediating factors/variables.” They are organized 
under: 1) health behavior factors, 2) clinical care factors, 3) social and economic factors 
and 4) physical environmental factors.   
 
  
Health Behavior Variables (30%): Tobacco use (adult smoking), Diet and Exercise 
(adult obesity, food environment index, physical inactivity, access to exercise 
opportunities), Alcohol and Drug Use (excessive drinking, alcohol impaired driving 
deaths), Sexual Activity (sexually transmitted infections, teen births).  
      
Clinical Care Variables (20%):  Access to Care (uninsured, primary care physicians, 
dentists, mental health providers), Quality of Care (preventable hospital stays, diabetic 
screening, mammography screening).  
    
The County Health Rankings framework appropriately treats the social and economic 
factors and the physical environment factors as possible mediating variables, 
particularly when viewed at the individual-level. It would also be appropriate in a 
“causal-type” model to view these two sets of factors as moderating variables specifying 
the “conditions” under which the mediating health behavior and clinical care variables 
influence the consequences, the outcome variables.  
 
Stated differently, public health policies, initiatives and programs are hypothesized to 
have an impact on the mediating variables (health behavior and clinical factors) in 
macro-level contexts (in this study, counties or catchment areas of local health 
departments) that differ with regard to the population-level social and economic and 
physical environment conditions. These factors are often labelled social determinants.       
 
Social and Economic Factors (40%): Education (high school graduate, some college), 
Employment (Unemployment), Income (Children in Poverty), Family and Social Support 
(Inadequate Social Support, Children in Single-Parent Households), Community Safety 
(Violent Crime, Injury Deaths). 
      
Physical Environment (10): Air and Water (Air Pollution – particulate matter, Drinking 
Water Violations), Housing and Transit (Severe Housing Problems, Driving Alone to 
Work, Long Commute-Driving Alone)11. 
  
A critical mission of the local health department is to monitor and inspect aspects of the 
physical and social environment that could be the cause of premature death and indices 
of poor health. This particular set of factors is especially important during events that 
trigger public health preparedness strategic planning and crisis responses. 
 
 
 
 
 
 
  
CHAPTER 3 
The Social, Political and Economic Contexts of Public Health 
 
Societal, macro-level factors and forces influence the nature, content and parameters of 
the delivery of public health services at the local level. For example, Mays and Hogg 
used data from the National Longitudinal Survey of Public Health Systems to examine 
public health system responses to economic shocks on public health activities from 
1998 to 20124. This covers the economic recession that occurred in the U.S. beginning 
in 2007. Mays and Hogg discovered that public health activities fell by about 5% in the 
average community (n = 280 metropolitan areas in 1998, 2006 and 2012). One example 
of the disparate impact of economic forces is that the bottom quintile, the one-fifth of 
communities that were poorest lost nearly 25% of the 20 public health activities 
examined in the study. Macro-level economic forces were experienced most severely in 
communities already suffering the most from the economic downturn. This specific 
finding is especially germane to the current study.       
 
The economic recession that began in 2007 has had significant effects on dollars 
dedicated to public health4. While the overall economy began to show some initial signs 
of turning around in 2009, the putative recovery has been much slower than in previous 
recessions in the United States. In response to the recession and concern about the 
size and growth of annual budget deficits at the Federal level, the House of 
Representatives, the Senate and the White House implemented provisions of the 
Budget Control Act of 2011 called “sequestration”. Sequestration involves automatic, 
across-the-board spending cuts with the stated initial overall goal of reducing the federal 
deficit by $1.2 trillion over 10 years5. While there were a few exceptions to these budget 
cuts (i.e., Social Security, unemployment and Veterans benefits and low income 
entitlements such as Medicaid, food stamps and supplemental security income), there 
was no discretion at the cabinet, departmental and agency levels on “which” programs 
and initiatives would be cut or by “how much.” The across- the-board cuts were a fixed, 
not a variable percentage. Needless to say, these “macroeconomic and macro-political 
forces” have had significant effects in every sector of society, including public health at 
all levels.  
 
There are two federal agencies and funding streams that have the biggest influence on 
the form and content of public health initiatives and programming at the state and local 
levels. The first is the Centers for Disease Control and Prevention (CDC) and the 
second is the Health Resources and Services Administration (HRSA). More than 70% of 
CDC’s budget supports public health and prevention activities by state and local health 
organizations and agencies, their national public health partners and academic 
institutions6. HRSA’s priorities are the health workforce, primary care, maternal and 
child health, HIV/AIDS, family planning and rural health7. Needless to say, programs 
and public health initiatives in the Department of Health and Human Services (HHS) 
and organizations administratively under HHS such as CDC and HRSA have been 
negatively affected by sequestration.  
 
  
That said, sequestration is a budgetary mechanism that reflects much broader and 
emergent sociocultural and ideological orientations that emphasize the value of smaller 
government (a smaller governmental human capital footprint) and a deeply seated 
resistance among elected officials at all levels to raising any kinds of taxes. Thus, the 
predictable result is less available capital leading to significant constraints on social 
services and significant reductions in the public health workforce (i.e., human capital). 
 
Federal Funding for Public Health 
Local health departments are embedded in a series of broader social and political 
organizational systems in which the general flow of funds (i.e., funding streams) is 
largely asymmetrical, from the federal to the state to the local level. Therefore, the best 
place to start is at the top of the hierarchy. According to the Kentucky Center for 
Economic Policy, there are five major sources of funding in the $28.7 billion 2013 
Budget of the Commonwealth of Kentucky (source: Kentucky Center for Economic 
Policy: Our Commonwealth: A Primer on the Kentucky State Budget. Berea: 2015). 
 
Source of Funds          Amount/Billions          Percentage of Total 
Federal funds                     $10.1                             35.2% 
General Fund                     $  9.6                             33.4% 
Restricted Fund                  $  7.4                             25.8% 
Road Fund                         $  1.5                               5.2% 
Tobacco Fund                    $  0.1                               0.3% 
Totals                                 $28.7                             99.9% 
 
It is important to note that the largest single source of funds for the 2013 budget for the 
Commonwealth of Kentucky is the federal government, $10.1 billion, 35.2% of the total 
$28.7 billion. However, it is also important to note that almost 60% of Kentucky’s budget 
is from resources generated in Kentucky. To the extent that sequestration continues at 
the Federal level there will likely be fewer federal funds available, requiring the 
allocation of state and local funds to backfill reductions in federal funding if services and 
programs at the state level are to be maintained according to the Kentucky Center for 
Economic Policy, 2015.  
 
All federal and state funds for public health at the local health department level flow 
through the KDPH. Therefore, the first focus is on the sources of funding in the KDPH 
and how they have changed 2009-13.  
 
 
 
 
 
 
 
 
 
  
Table 3.1. Kentucky Department for Public Health Funding by Source, 2009-2013  
Fund 
Type 
2009 2010 2011 2012 2013 Difference 
2009-2013 
 
Percentage 
Change 
Federal 196,937,603 
51% 
199,157,799 
51% 
193,258,855 
52% 
188,205,599 
53% 
191,618,530 
56% 
-5,319,073 
12% 
-2.7% 
General 65,064,296 
17% 
59,644,200 
15% 
60,318,800 
16% 
59,350,900 
17% 
56,111,100 
16% 
-8,953,196 
21% 
-13.7% 
Restricted 100,424,769 
26% 
110,203,749 
28% 
104,293,732 
28% 
92,248,010 
26% 
81,510,792 
24% 
-18,913,977 
44% 
-18.8% 
Tobacco 23,218,686     
6% 
17,969,332 
5% 
14,800,081  
4% 
12,181,933  
3% 
13,495,277  
4% 
-9,723,409 
23% 
-41.9% 
GRAND 
TOTAL 
385,645,356 386,975,080 372,671,468 351,986,442 342,735,699 
 
-42,909,657 -11.1% 
Source: Commonwealth of Kentucky, 2014-2016 Executive Budget, Volume I, III. 
There are a number of different ways of looking at and understanding the data in Table 
3.1. First, there has been a total reduction of $42.9 million in funding available for public 
health in Kentucky, an 11.1% reduction from 2009 to 2013. Second, the overall 
percentage of federal funding for public health in Kentucky has increased from 51% in 
2009 to 56% in 2013, indicating an increasing reliance on federal funding during this 
period. That said, because the base is so large and over one-half of funding for public 
health in Kentucky comes from the federal government, the percentage decrease in 
such funding is 2.7% from 2009-13 and constitutes only 12% of the $42.9 million 
decrease in funds. Third, state funding from the General and from the Restricted funds 
categories has decreased 13.7% and 18.8% respectively, representing 21 and 44 
percent of the total of $42.9 million in funding for public health. The largest percentage 
drop was for dollars available to the state for public health that came from the Master 
Tobacco Settlement, 41.9%. The conclusions are clear. First, funding for public health in 
Kentucky is down from 2009-13. Second, the total amount of federal funding for public 
health has diminished while, at the same time, the federal government’s percentage of 
funding for public health in Kentucky has increased. The decrease in federal funding but 
the increase in its percentage of total funding is simple arithmetic.  Third, there has 
been a significant reduction in state funding for public health. In terms of future funding 
for public health, these are ominous signs.    
 
State Funding for Public Health 
 
Sequestration doesn’t exist with regard to budgeting for public health in the 
Commonwealth of Kentucky. Unlike the federal government, the state is required to 
have a “balanced” budget (i.e., disbursements cannot exceed revenue). In addition, 
state legislators often publicly endorse the prevailing ideological mantra about the 
pressing need for smaller government, usually in the form of the need to get rid of 
alleged waste, fraud and abuse in government spending. State legislators are 
seemingly as opposed to and uncomfortable with raising taxes as their federal, 
  
legislative counterparts. One result is reduced state-level funding for public health 
reflected in state funds for local health departments.            
 
Table 3.2. Local Health Department Funding Provided Through the Kentucky 
Department for Public Health, Funding by Source, 2009-2013  
Fund Type 2009 2010 2011 2012 2013 Difference 
2009-2013 
 
Percentage 
Change 
Federal 50,379,769 
32% 
60,650,611 
36% 
54,223,541 
34% 
53,752,064 
37% 
57,438,408 
43% 
+7,058,639 
 
+ 14.0% 
General 29,293,929 
19% 
22,603,734 
14% 
26,369,503 
16% 
26,533,672 
18% 
24,371,749 
18% 
-4,922,180 
 
-16.8% 
Restricted 70,025,938 
45% 
76,496,279 
46% 
73,389,993 
46% 
59,157,724 
41% 
46,780,635 
35% 
-23,245,303 -.33.2% 
Tobacco 7,468,716  
5% 
6,500,318  
4% 
6,645,098  
4% 
5,843,304  
4% 
5,463,333  
4% 
-2,005,383 -26.9% 
GRAND 
TOTAL 
157,168,353 166,250,941 160,628,134 145,286,765 134,054,126 -23,114,227 -14.7% 
 
Source: Commonwealth of Kentucky 2014-2016 Executive Budget, Volumes I, III  
The data in Table 3.2 show that there has been a total reduction of $23.1 million in 
funding flowing from the state to local health departments from 2009-2013; a 14.7% 
reduction. The percentage reductions to local health departments from the General 
Fund (minus 16.8%), the Restricted Fund (minus 33.2%) and the Tobacco Fund (minus 
26.9%) have been large. These reductions have been somewhat offset by an increase 
in federal funding; slightly over $7 million and a 14% increase. The column percentages 
in the table show that the percentages in each year 2009-13 for the Tobacco Fund and 
the General Fund have been relatively stable (about 18% and 4% respectively). Dollars 
from the Restricted Fund have decreased from 45% of the total in 2009 to 35% in 2013; 
a 10 percentage point decrease. Dollars from the federal government flowing to local 
health departments have increased 11 percentage points from 32% of the total in 2009 
to 43% of the total in 2013. Unfortunately, it is not possible with these data to know how 
much of this is one-off funding because of special initiatives using federal dollars and 
how much is re-alignment of dollars to offset and reduce the impact of overall funding 
reductions, particularly from the Restricted Funds.  
 
 
These types of reductions are, as mentioned earlier, asymmetric from federal to state to 
local health departments. It is important to note that all local health departments are 
required by law to deliver “mandated” services in spite of the fact that federal/state 
funding is seldom sufficient to cover the entire cost of delivering those mandated 
services. A logical question would be: why don’t local health departments simply 
transfer dollars allocated to the delivery of “non-mandated” or “additional” services to 
pay for the mandated services? There are at least two answers to this question. First, 
many of the non-mandated services constitute what local residents expect their local 
health department will provide to them. Moving dollars from those services has the 
  
potential of reducing “local” support for public health. In essence, like politics, all public 
health is local. Second, in order to be good stewards of the funds available, local health 
departments are understandably reticent to cut any services because needs 
assessment data seldom, almost never show a reduction in the need for public health 
services. 
 
In essence, these reductions in funding streams constitute an increase in “unfunded 
mandates.” An important question is: if these trends continue, will it be possible for local 
health departments to maintain and sustain the delivery of needed public health 
services to citizens of the Commonwealth of Kentucky? The answers to this question 
first require a detailed examination of the organizational structure of the KDPH and thus 
how its budget is organized. 
  
KDPH: Structure and Budget   
 
The Kentucky Department for Public Health (KDPH) is located administratively in the 
Cabinet for Health and Family Services. As authorized by KRS 211.015 and 211.180, 
KDPH supervises and assists all 61 local health departments that represent all 120 
counties in Kentucky. KDPH is responsible for improving public health at the population 
level utilizing evidence-based practices emergent from research studies demonstrating 
the “efficacy” of policies, initiatives and programs and practice-based evidence 
emergent from “effectiveness” studies of policies, initiatives and programs. KDPH has 
seven core functions. The table below shows where the mandated services fit within the 
seven core functions.  
 
Department for Public Health 
Seven Core Functions 
Local Health Department Mandated Services 
 
1. Enforcement of public health 
regulations 
 
 
 Environmental Health Services 
 
2. Surveillance 
 
 
 Link people to appropriate personal 
health services; 
 Local registrar; 
 Childhood lead case management. 
 
 
3. Communicable disease 
control 
 
 
 
 Communicable disease control & 
epidemiology 
 TB testing, screening & observation; 
 Immunizations; 
 STD and HIV testing; 
 STD Treatment. 
 
  
 
4. Education 
 
 
 
 Health promotion and prevention; 
 Grief counseling; 
 EPSDT outreach; 
 Diabetes; 
 Medical nutrition therapy; 
 Tobacco program. 
 
 
5. Policy development 
 
 
 
 Child Fatality Review; 
 
 
 
6. Reduction of risk to families 
and children 
 
 
 
 Breast and Cervical Cancer program; 
 Child Fatality Review; 
 HANDS; 
 Newborn screening; 
 Women Infant Children program; 
 Kentucky Women’s Cancer Screening 
program; 
 Well child exams; 
 Family planning program; 
 Prenatal. 
 
 
7. Disaster preparedness 
 
 
 Emergency Preparedness 
 
 
 
According to footnotes in the portion of the Commonwealth of Kentucky 2014-16 
Executive Budget for the KDPH budget, KDPH has nearly 150 programs in its portfolio 
designed to improve the lives of Kentuckians.  
 
In order to perform the seven core functions the 2014 budget for the KDPH is organized 
broadly into seven areas of responsibilities: 1) General Health Support, 2) Women’s 
Health, 3) Prevention and Quality Improvement, 4) Epidemiology and Health Planning, 
5) Maternal and Child Health, 6) Laboratory Services, and 7) Public Health Protection 
and Safety.  
 
  
General Health Support: This program includes two organizational units: the Office of 
the Commissioner and Administration and Financial Management. The Commissioner 
serves as the State Health Officer and is responsible for leadership, management and 
oversight of KDPH. S/he advises agencies in state government on policies, plans and 
programs relating to public health. The Administration and Financial Management unit 
provides support administratively for 380 department-level personnel, 61 local health 
departments and approximately 3,000 individuals that work in local health departments 
in Kentucky. The KDPH and its component units deliver about 6 million services to more 
than 750,000 patients/clients each year. The General Health Support Unit also includes 
a group aligned with the 1,200 nurses and APRNs working in local health departments, 
the Center on Health Equity that was established in 2008 to focus on eliminating health 
disparities and the Center for Professional Management established in 2010 under a 5-
year contract from CDC to focus on improving implementation of the 10 Essential Public 
Health Services and assisting LHDs to get prepared to apply for accreditation from the 
Public Health Accreditation Board. 
 
Women’s Health: This is the unit responsible for oversight of the Kentucky Women’s 
Cancer Screening subprogram, the Breast Cancer Research and Education Fund 
established in 2005, the Folic Acid Counseling and Supplementation subprogram that 
focuses on neural tube defects and is funded with Tobacco Settlement funds. It also 
manages the Title X Family Planning initiatives, the Abstinence Education Grant 
Program, and the Personal Responsibility Education Program. 
 
Prevention and Quality Improvement: This unit is responsible for managing a number of 
programmatic initiatives including chronic disease prevention health care access, the 
Kentucky prescription assistance program and the colon cancer screening program. 
Other prevention programs under the aegis of this unit include asthma, arthritis and 
osteoporosis, comprehensive cancer, colon cancer, COPD, diabetes, heart disease and 
stroke, and worksite wellness. It is also responsible for the health care access 
subprogram assisting the placement of 150 additional primary care doctors. 
 
Epidemiology and Health Planning: This unit of KDPH is responsible for Vital Statistics 
and Health Data as well as Public Health and Disaster Preparedness and Immunization 
programs. A major focus is infectious diseases including disease surveillance, 
prevention and control activities related to vaccine preventable diseases, sexually 
transmitted diseases, TB, adult viral hepatitis, healthcare associated infections and the 
reportable disease program. This unit is responsible for HIV/AIDS initiatives.  
 
Maternal and Child Health: This program promotes and safeguards the health of 
Kentuckians with an emphasis on at-risk mothers, infants and children. The goal is to 
help those patients/clients achieve the highest level of health and wellness possible 
through a host of programs. This unit is also responsible for the Early Childhood 
Development subprogram, First Steps subprogram, Child and Family Health 
Improvement subprogram and the Nutrition subprogram. Additionally, this unit is 
responsible for managing the Health Promotion subprogram focused on behavioral risk 
factors to promote lifestyle changes, tobacco cessation and control, the tobacco quit 
  
line, obesity prevention and healthy communities projects. In 2016 it is scheduled for a 
major expansion of the HANDS program and new oral health hygiene programming for 
children. 
 
 
Laboratory Services: This unit is responsible for the prompt detection and identification 
of a wide variety of microorganisms that pose a threat to the public’s health. This 
program also provides clinical testing on a large scale to detect congenital abnormalities 
in newborns and specific tests related to chronic disease disorders that affect public 
health. Examinations of clinical and environmental specimens are provided to support 
other state and local health department programs.  
 
 Public Health and Protection: This unit provides environmental services, from 
monitoring exposure to radiation as well as ensuring sanitation of food, milk and public 
facilities. This unit provides technical consultation, guidance and training to the 61 local 
health departments. There are 500 registered sanitarians working for local health 
departments in Kentucky that provide regulatory oversight to thousands of Kentucky’s 
regulated businesses. The Radiation subprogram inspects and issues over 720 specific 
licenses for users of radioactive materials and users of radiation services in over 4,000 
facilities covering more than 10,000 x-ray tubes and 164 mammography facilities. The 
Milk Safety subprogram operates under KRS 217C to prevent adulteration, misbranding 
and false advertising of milk and milk products to project the public from disease 
transmission. The Food Safety subprogram provides regulatory oversight to Kentucky’s 
multi-billion dollar food industry and provides training and technical consultation to local 
health department employees who inspect food service establishments, retail food 
stores, vending machine companies, tattoo studios, body piercing facilities, boarding 
homes, tanning facilities and bed and breakfast establishments in order to prevent the 
spread of communicable diseases. The Environmental Management subprogram is 
responsible for the oversight and regulatory requirements involving public facilities, 
including hotels/motels, public restrooms, schools, and a number of other venues. The 
Public Safety subprogram is responsible for the regulations and certification of lead 
abatement professionals and clearance testing of mitigated properties.  
 
 
The overall budget for the KDPH for 2014 is $368.5 million dollars. About 16% is for 
personnel, 3% for operating expenses, and 81% is for grants. These data are from the 
Commonwealth of Kentucky Executive Budget for 2014-16.  
 
The numbers below show that Maternal and Child Health is, by far, the largest area of 
programming in the budget for KDPH, followed by epidemiology and health planning. 
Overall, Federal funds account for somewhat over $200 million of the $368 million in the 
KDPH budget, a significant percentage of which is in the form of grants. 
 
In light of the County Health Rankings conceptual, empirical and intellectual framework 
being used in this study, a very important question is: are the most important health 
factors (i.e., mediating variables) in the model guiding this study synchronous and 
  
consistent with the allocation of dollars to MCH? Another question is: why is there 
greater emphasis on infectious disease compared to chronic diseases?   
General Health Support    $    47,739,800 (13%) 
Women’s Health     $    12,625,700 (  3%) 
Prevention and Quality Improvement  $    13,115,000 (  3%) 
Epidemiology & Health Planning   $    56,560,800 (15%) 
Maternal and Child Health    $  230,068,500 (61%) 
Laboratory Services     $      7,323,100 (  2%) 
Public Health Protection and Safety  $     11,494,900 ( 3%) 
Totals                                                                  $ 380,073,800  
The numbers above and the dollars they represent suggest that public health in 
Kentucky is seriously “dependent” on the federal government for its very existence. This 
does not bode well for the future of public health in Kentucky for three reasons. First, 
federal legislators who are so-called “fiscal conservatives are committed to reducing the 
federal debt as reflected in sequestration. Unless and until this fiscal technique is 
removed, it is likely federal dollars for public health will continue a downward trajectory. 
Second, the ideological mantra among federal and state legislators about the critical 
need for smaller government suggests that improvements in funding for public health 
will likely be avoided until a crisis emerges. Third, the prevailing commitment among 
federal and state legislators to never raise taxes will continue to constrain generation of 
new dollars to pay for public health needs. The predictable outcome of these socio-
political forces is a continued downward trend in funding for public health at the federal 
and state levels requiring a greater reliance on local tax dollars to provide for public 
health.  
 
Therefore, the best place to see what is happening to public health in Kentucky is in the 
very specific budget allocations for single-county and multi-county/district local health 
departments.    
 
 
 
 
 
 
 
 
 
  
CHAPTER 4 
Financials for Local Health Departments:  
 
The data for this study consists of audited financial revenue and expenses from each 
local health department within Kentucky from 2009 – 2013. By regulation, health 
departments are required to be audited on an annual basis if the budget is $750,000 or 
greater. If the budget is less than $750,000, an audit is required every three years. This 
dataset also includes Fund Balances, both restricted and unrestricted, for each local 
health department or multi-county district from 2009 - 2013. It also includes the local tax 
rates for each county or district health department. The data were obtained through the 
Kentucky Department for Public Health Finance and Administration Office. 
 
The number of health departments included in this study range from 57 to 61. This 
number varies because some counties left district health departments to become 
independent county-level departments between 2009 and 2013.   
 
While complete from an auditing perspective, the data used in this study have 
limitations. In 2012, the Kentucky Department for Public Health changed the funding 
formula from a programmatic budget, allocating specific dollars to specific cost centers, 
to a block grant budget to the local health department. The stated purpose of this 
change was to provide flexibility to allocate funds where needed to provide 
programmatic support. A specific formula was used by KDPH to determinate how much 
to provide each health department. The formula included a percentage based on health 
outcomes, the poverty rate and population size. Based on the formula, local health 
departments are expected to spend the block grant funds for specific programs first. 
Simply put, the block grant funds go first to cover mandated environmental services. 
Unfortunately, the block grant funds are not even sufficient to completely cover 
environmental services, other mandated services. Once those dollars have been spent 
on specific programs, local tax dollars are used to backfill programmatic efforts. Based 
on this change in allocation methodology the tax use from year to year may look varied. 
It is important to note that while the switch from categorical to block grant funding has 
occurred, the trend line in use of local tax dollars has not changed substantially. 
  
In addition to the reduced funding, additional financial pressures were put on local 
health departments during the 2009-13 period because of a dramatic increase in 
required benefits for full-time employees. Over 80% of the budget of a local health 
department is for personnel costs. Demonstrating the magnitude of this change, the 
fringe benefit in 2007 for full time employees was 7%. For 2013, the fringe benefit was 
28.8% and continues to rise annually with an expected ceiling of 46+%. Therefore, 
increased personnel costs coupled with reductions in funding suggest it will be difficult 
to for local health departments to provide mandated services with delivery of non-
mandated services even more tenuous. To provide perspective on the impact of rising 
fringe benefit rates at the local health department level, the increase from 7% to 28.8% 
in a 90 person health department was over a million dollar increase. This is a million-
  
dollar, unexpected, mandated expense in a span of 8 years that local health 
departments were required to incur and cannot sustain.  
  
CLINIC SERVICES: Use of Local Tax Dollars, All Health Departments Combined 
 
The data in Table 4.1 reveal the degree to which local tax dollars have been used from 
2009-13 to provide clinic services. These are services delivered primarily to “individuals” 
and are not “population-level” initiatives.  
 
Table 4.1. Clinic Services: Use of Local Tax Dollars, 2009 – 2013, All Local Health 
Departments Combined 
COST 
CENTER 
COST CENTER 
NAME  
 
Tax Use  
FY 09 
 
Tax Use   
FY 10 
 
Tax Use   
FY 11 
 
Tax Use   
FY 12 
 
Tax Use   
FY 13 
$  
change from  
09-13 
% change 
from  
09 - 13 
712 Dental Services   $           483,512   $           396,743   $          279,515   $         336,803   $               395,107  ($88,405) -18.28% 
735 
Oral Health 
Coalition 
 
 $                        -   $                1,089   $            30,364   $            19,540   $                 47,970  $46,881  4304.96% 
740 
Coordinated 
School Health 
 
 $                        -   $                6,848   $              2,096   $            13,524   $                   1,137  ($5,711) -83.40% 
748 
IEP Student School 
Contract 
 
 $                        -   $                        -   $            58,298   $         377,191   $               144,564  $86,266  147.97% 
756 PREP 
 
 $                        -   $                        -   $                       -   $            68,335   $               160,627  $92,292  135.06% 
757 
Regional 
Epidemiologists 
HPP Activities 
 
 $                        -   $                        -   $                  174   $            56,255   $                 49,486  $49,312  28340.23% 
761 
Smiling Schools 
Coalition Support 
 
 $                        -   $                        -   $                       -   $              5,417   $                   2,040  ($3,377) -62.34% 
766 MCH Coordinator 
 
 $                        -   $                        -   $                       -   $                      -   $           1,094,739      
770 
KCCSP - HB 265 
(Colon Cancer) 
 
 $                        -   $                        -   $                       -   $                      -   $                 27,522      
800 
Pediatric / 
Adolescent 
Services & Out / 
Follow 
 
 $        4,802,758   $        5,052,781   $       7,271,042   $    15,382,867   $           4,834,915  $32,157  0.67% 
801 
Childhood 
Immunization 
 
 $           140,443   $             92,301   $          106,424   $            96,493   $           1,166,451  $1,026,008  730.55% 
802 
Family Planning 
Services & Other 
Services / Activities 
 
 $        4,765,461   $        5,628,553   $       4,963,623   $      5,820,905   $           8,403,693  $3,638,232  76.35% 
803 
Maternity Services 
& Other Services / 
Activities 
 
 $           712,673   $           657,877   $          686,332   $         520,093   $           1,327,410  $614,737  86.26% 
804 
WIC Visits & Other 
Activities 
 
 $        3,244,110   $        1,940,748   $       1,702,006   $      1,564,454   $           2,610,611  ($633,499) -19.53% 
805 Nutrition 
 
 $           798,604   $           632,506   $          862,809   $         889,256   $               828,310  $29,706  3.72% 
806 
Tuberculosis Visits 
& Other Activities 
 
 $        2,932,630   $        2,556,843   $       3,054,135   $      2,852,885   $           4,158,656  $1,226,026  41.81% 
807 
Sexually 
Transmitted 
Disease Visits & 
Other Activities 
 
 $        3,980,717   $        4,480,064   $       3,924,866   $      3,731,304   $           3,656,273  ($324,444) -8.15% 
808 
KY Early 
Intervention 
Services 
 
 $           205,570   $             24,179   $            67,391   $         120,057   $                   7,576  ($197,994) -96.31% 
809 Diabetes 
 
 $           814,848   $        1,187,422   $       1,886,951   $      1,480,318   $           1,801,736  $986,888  121.11% 
810 
Adult Services $ 
Follow Care 
 
 $        1,302,344   $        2,542,193   $       2,548,690   $      1,366,996   $           1,659,203  $356,859  27.40% 
813 
Breast and Cervical 
Cancer 
 
 $        3,598,290   $        3,514,590   $       3,104,724   $      3,258,488   $           4,954,908  $1,356,618  37.70% 
818 Community 
 
 $        1,357,456   $        1,376,030   $          940,085   $         394,750   $           1,464,187  $106,731  7.86% 
833 
Breast Feeding 
(WIC) 
 
 $             92,830   $             82,507   $          103,403   $            84,993   $               102,520  $9,690  10.44% 
  
842 
HIV Counseling & 
Testing Services 
 
 $             54,416   $             45,225   $            51,830   $            66,844   $                 47,603  ($6,813) -12.52% 
854 WIC Field Staff 
 
 $             66,799   $             10,967   $            21,280   $            17,436   $                 38,373  ($28,426) -42.55% 
858 
Supplemental 
School Health 
 
 $             15,674   $           304,742   $          384,603   $            26,177   $           4,073,420  $4,057,746  25888.39% 
883 
EPSDT Verbal 
Notification 
Outreach 
 
 $           399,511   $           465,008   $          396,668   $         304,838   $               215,791  ($183,720) -45.99% 
   
                        
TOTALS 
  
 $      29,768,646   $      30,999,216   $     32,447,309   $    38,856,219   $         43,274,828  $13,506,182  45.37% 
 
The table above separates clinical programs into their specific service delivery cost 
centers and the amount of tax money used across the State for each program from 
2009-13. Although most clinical programs require some backfill of local tax dollars, the 
amount of tax money used for each program varies. Local health departments are 
always required to focus first on “mandated” services. A few of the mandated clinical 
services that require a large amount of local tax dollars to backfill include: 1) childhood 
immunizations, 2) family planning services, 3) maternity services, 4) tuberculosis and 5) 
breast and cervical cancer screening.  Statewide, childhood immunization program used 
$140,000 local tax dollars in 2009 and $1.1 million in 2013.  Family planning services 
used $4.7 mil in 2009 and $8.4 million in 2013. Maternity services used $726,000 in 
2009 vs $1.3 million in 2013.  The tuberculosis program used $2.9 million in 2009 vs. 
$4.1 million in 2013.  The breast and cervical cancer program used $3.6 million in 2009 
vs. $4.9 million in 2013.  The large increase in local tax use in a 5 year time span for 
only 5 clinical programs paint the picture of an unsustainable model. Local health 
departments do not have the financial capability to sustain increases of this magnitude 
in the future.         
If money drives policy and programmatic efforts, the allocation of local tax dollars to 
clinic cost centers should identify the most important and pressing public health needs. 
If the assumption is correct, one of the strongest clinical needs among local health 
departments in Kentucky must be breast cancer screening and treatment. In 2009, local 
health departments spent $3.6 million compared to $5 million in local tax dollars in 2013 
on breast and cervical screening and treatment, a 37.7% increase. For example,  
Wedco District Health Department had a total of 727 patients enrolled (94 treated) in the 
breast and cervical cancer screening program in 2009 and used $102,000 in local tax 
money ($211,000 total program cost). In 2013, Wedco had 649 patients enrolled (80 
treated) in the program and used a total of $169,000 ($239,000 total program cost).   
Over 50% of this program was local tax money in 2009 and over 70% in 2013.  
Breast and cervical cancer are components of the length and quality of life outcomes in 
the County Health Rankings framework used to guide this study. If the utilization of local 
tax dollars for clinic services is based on the epidemiologic “magnitude” of a problem, 
neither breast nor cervical cancer would qualify. From 2009-13 there were less than 
1,000 cervical cancer cases recorded in the Kentucky Cancer Registry. At the national 
level, lung cancer exceeded breast cancer as a leading cause of death among women 
in 1987, almost 30 years ago. Evidently, “greatest need” may not/must not be a key 
factor in the algorithm determining funding nor in the allocation of local tax dollars to 
these public health issues.  
  
 
Public health practitioners are trained to focus on indices of population health. Public 
health practitioners operate under the belief that a smaller improvement in a larger 
population produces more healthy populations than a larger improvement in a high risk 
population. Operating under these core public health principles, it is instructive to 
narrow the focus to a local district health department. The question is: what is the 
impact that local tax dollars had on Breast and Cervical Cancer services in 2009 and 
2013? 
 
The WEDCO District Health Department serves Harrison, Nicholas and Scott counties. 
Breast and cervical cancer programmatic costs in 2009 totaled $211,000. Some 
$102,000 in local tax dollars in WEDCO were allocated to breast and cervical cancer 
clinic services, 48% of total program costs from local tax dollars.  In 2013, a total of 
$234,000 was allocated by WEDCO for breast and cervical cancer with local tax dollars 
accounting for $169,000, 72% of the total. Stated differently, the overall programmatic 
costs have increased only $20,000 but the amount of local tax money used to address 
this problem now covers 72% of the total cost. Although the 2010 Affordable Care Act 
had new provisions toward screening services, it is clear by the increase in tax use that 
it does not cover the total cost. In 2009, the WEDCO District saw a total of 727 patients 
concerning breast and cervical cancer, with 94 treated (13%) by providers at various 
levels. In 2013 a total of 649 patients were seen with 80 treated (12%).  Focusing solely 
on the use of local tax dollars, in 2009, $140 per patient was spent on screening or 
treatment versus $260 per patient in 2013.  If local tax money is supposed to be used to 
address community needs but is now covering 72% of a “mandated” service, a clinical 
service that is one of many unfunded mandates, the question is: how much impact is 
being made on “community” population-level health status?   
 
Using the County and Health Rankings framework, a logical question is: should dollars 
be allocated to specific programs?  In 2009, childhood immunizations required a total of 
$140,000 in local tax dollars across all local health departments in Kentucky compared 
to $1.1 million in 2013. That is over a million dollars in tax money being put toward one 
program in one division of local health departments across the state of Kentucky, 
although immunizations is one example of an activity addressing population health . The 
largest amount of local tax dollars used by local health departments for clinic services is 
for family planning services. In 2009, $4.7 million in local tax dollars were used for 
family planning services; in 2013 the total was $8.4 million in local tax dollars, a 76% 
increase from 2009-13. This is a large increase. It could be argued that these are 
services that could be provided by primary care physicians for patients newly covered 
by the Affordable Care Act. This assumes that individuals previously receiving these 
services at local health departments can transition to care provided by primary care 
physicians. This is easier said than done. Further, the ACA does not fully cover the 
costs of these services. It might also be argued that individuals formerly receiving family 
planning services from local health departments could now receive these services at 
FQHCs (i.e., Federally Qualified Health Centers). The problem here is access. For 
example, for individuals in the WEDCO catchment area (Scott, Nicholas, Harrison 
counties), the closest FQHC is in Lexington. A significant percentage of individuals who 
  
have been receiving family planning services from WEDCO might find it difficult to 
almost impossible to access the FQHC in Lexington. From a cost-benefit perspective, 
the critical questions are: how many people are these dollars serving and what is the 
impact of these investments?  
 
An almost daily dilemma faced by local health departments is how to address the most 
pressing public health issues facing citizens utilizing their services, and how to be better 
stewards of the fiscal and other resources available to them. Of necessity, this involves 
sometimes invidious comparisons of the amount of funding available for different public 
health problems. While family planning is extremely important, every health department 
in the state is acutely aware that diabetes is a leading cause of premature mortality, 
poor health and many side effects. However, the amount of local tax dollars used by 
local health departments for diabetes in 2009 was $814,848, in 2013 it was $1.8 million. 
Although that is a 121% increase from 2009-13, relatively speaking this is a very small 
percentage of local tax dollars being utilized for a major health problem in Kentucky. 
The rationale for the relative value and priority placed on how much is spent on diabetes 
compared to family planning is not readily apparent?  
 
Obesity is a public health problem of major import for the length and quality of life 
outcomes. One way to address overweight and obesity is nutrition education. In 2009, 
local health departments across the state used $798,604 in local tax dollars for nutrition 
education, in 2013, the total in tax dollars expended was $828,310, a 3.7% increase.  
There is a huge amount of credible and consistent research evidence available about 
the magnitude of obesity and evidence-ways to address the problem. Poor diet and 
physical inactivity are major “mediating” health factors in the County Health Rankings 
framework and are “actual” causes of premature death and poor quality of life. These 
are major public health issues, especially in Kentucky. Yet, the state uses less than $1 
million a year in local tax dollars to address poor diet and physical inactivity. 
 Logical question is: Are the cost centers for clinic issues in KDPH and the amount of 
local tax dollars being used by local health departments to address the most important 
public health issues driven by the evidence of efficacy or by other factors? The 
examples above for clinic services suggest that evidence-based research may not 
driving where and how dollars are allocated to address public health problems in the 
Commonwealth. Of the 27 clinical services/cost centers listed in Table 4.1, 19 were 
either new programs with no trend lines to compare or relied on an increase in local tax 
dollars to deliver.  
 
Another critical public policy question is: are we starting and stopping programmatic 
public health initiatives before it is even possible to assess evidence of any impact on 
the nature and scope of the problem at the community level? The total state allocation 
for all clinical services increased 2009-13 by $13.5 million dollars, a 45% increase. In 5 
years, local tax dollars for clinical programs have increased by almost 50%. This 
strategy for providing clinical services cannot be sustained by local health departments 
over the long-term. For clinical services, since these services are mostly covered by 
local tax dollars, the question is clear: when will we reach the proverbial “tipping point” 
  
where the public’s health is so compromised by reductions in services a public health 
crisis occurs?  
 
 
ENVIRONMENTAL SERVICES: Use of Local Tax Dollars, All Health Departments 
Combined 
 
The data in Table 4.2 reveal the degree to which local tax dollars have been used from 
2009-13 to provide environmental services.  
 
 
Table 4.2. Environmental Services: Use of Local Tax Dollars from Fiscal Year 2009 
– 2013 for all local health departments combined 
COST 
CENTER 
COST CENTER 
NAME  
 
Tax Use  
FY 09 
 
Tax Use   
FY 10 
 
Tax Use   
FY 11 
 
Tax Use   
FY 12 
 
Tax Use   
FY 13 
$  
change from  
09-13 
% 
change 
from  
09 - 13 
500 Food 
  $     3,099,336   $      3,001,402   $     3,718,110   $      3,675,999   $      1,655,705  ($1,443,631) -47% 
520 Public Facilities 
 
 $     2,092,847   $      1,973,323   $     3,008,156   $      3,307,608   $      1,037,674  ($1,055,173) -50% 
540 General Sanitation 
 
 $     2,544,530   $      2,786,754   $     3,730,595   $      4,053,776   $      2,257,492  ($287,038) -11% 
560 On-Site Sewage 
 
 $     3,235,665   $      2,861,813   $     3,275,911   $      3,679,837   $      1,875,985  ($1,359,680) -42% 
580 
Radiation 
&Product Safety 
 
 $             5,868   $              8,619   $           12,505   $             3,400   $                 303  ($5,565) -95% 
591 Radon 
 
 $        183,481   $         135,502   $        176,847   $         128,188   $           87,145  ($96,336) -53% 
746 
Environmental 
Strike Team 
Development 
 
 $                     -   $                      -   $             9,257   $             2,076   $                 606  ($8,651) -93% 
811 Lead Services 
 
 $           81,241   $            62,757   $           51,989   $           17,906   $           20,356  ($60,885) -117% 
   
         
TOTALS 
  
 $   11,242,968   $    10,830,170   $   13,983,370   $   14,868,790   $      6,935,266  ($4,307,702) -38% 
 
From an historical perspective, environmental services are the essence of public health. 
In the 20th century the average length of life expanded by 30 years, 25 of which were 
attributable to improvements in public health, primarily environmental health. Therefore, 
environmental services are mandated services delivered mostly through local tax 
dollars. Local health departments in Kentucky allocate about 75% of local tax dollars to 
their environmental budgets. The KDPH reports that 38% of environmental services are 
covered by state allocations and that the remainder is backfilled with local tax dollars. 
Because they are “mandated,” environmental programs have to be performed 
regardless of funding source. The data in Table 4.2 shows a decrease of $4.3 million in 
the use of local tax dollars for environmental services. This would imply an increase in 
federal or state allocations for environmental services or a decrease in services 
performed. However, on closer examination, the $4.3 million decrease in the use of 
local tax dollars reflects the change from a categorical to a block grant funding 
  
mechanism by KDPH in 2012.  At that time the stated rationale was to give greater 
flexibility and freedom to local health departments to allocate dollars where they were 
most needed. The way the financial system is set up environmental cost centers are at 
the front of the line for funding. Most health departments apply block grant dollars to the 
environmental programs first for simplicity. Because block grant funding is allocated to 
the first cost centers (cost centers with numbers in the 500’s; the cost centers covering 
environmental programs), it appears that environmental is more self-sustaining than it 
really is.  The block grant funding is being allocated to environmental therefore  Table 
4.2 appears to show a large decrease in local tax dollar use from 2009 – 2013. The 
take-away point from Table 4.2 is simple. Although it appears there has been a 
reduction in the use of local tax dollars for environmental programs, local health 
departments still used $7 million in local tax dollars to perform “mandated” 
environmental services leaving minimal funds to address other community needs. For 
purposes of this study, a more accurate comparison would require comparing 2009 – 
2012.  In doing this, the largest programs with the Environmental program have 
increased tax use.  The food program used $3 million local tax dollars in 2009 vs $3.6 
million in 2013.  Public facilities required $2 million in 2009 vs. $3.3 million in 2013 of 
local tax dollars General sanitation required $2.5 million in 2009 vs $4 million in 2013 of 
local tax dollars.  Onsite sewage required $3.2 million in 2009 vs $3.6 million in 2013 of 
local tax dollars.  .  
 
 
HEALTH EDUCATION/PROMOTION SERVICES: Use of Local Tax Dollars, All 
Health Departments Combined 
 
The data in Table 4.3 reveal the degree to which local tax dollars have been used from 
2009-13 to provide health education services.  
 
Table 4.3. Health Education/Promotion Services: Use of Local Tax Dollars from 
Fiscal Year 2009 – 2013 for all local health departments combined 
COST 
CENTER 
COST CENTER NAME   
          $  
% change 
from  
Tax Use  Tax Use   Tax Use   Tax Use   Tax Use   
change 
from  
09-13 
FY 09 FY 10 FY 11 FY 12 FY 13 09-13   
722 Asthma Education    $                   -  $33,073  $74,141  $37,422  $40,721  $7,648  23% 
723 
Osteoporosis Prevention & 
Education   
 $                   
-  
 $                   
-  
$1,541  $6,760  $8,947  $7,406  481% 
724 QI Project    $                   -  $1,972  $207  
 $                    
-  
$25,735  $23,763  1205% 
730 
Breast Cancer Research & Ed 
Trust Fund   $750  $3,874  $5,645  $21,040  $21,095  $20,345  2713% 
736 CHAT    $                   -  
 $                   
-  
$239,714  $274,055  $284,389  $44,675  19% 
738 
Communities Putting Prevention 
to Work   
 $                   
-  
$12,667  $25,073  $38,092  
 $                     
-  
    
747 KHREF    $                   -  
 $                   
-  
 $                   -  
 $                    
-  
 $                     
-  
    
750 Accreditation    $                   -  
 $                   
-  
 $                   -  $806,240  $853,963  $47,723  6% 
758 Humana Vitality    $                   -  
 $                   
-  
 $                   -  $32,194  $7,684  ($24,510) -76% 
760 
HANDS Federal Funding for 
Services   
 $                   
-  
 $                   
-  
 $                   -  $10,956  
 $                     
-  
    
  
765 Tobacco Program Federal Funds    $                   -  
 $                   
-  
 $                   -  
 $                    
-  
$36,265      
767 
Competitive Home Visiting - 
Services   
 $                   
-  
 $                   
-  
 $                   -  
 $                    
-  
$216,082      
768 
Competitive Home Visiting - 
Startup / Admin   
 $                   
-  
 $                   
-  
 $                   -  
 $                    
-  
$220,187      
769 SNAP-ED    $                   -  
 $                   
-  
 $                   -  
 $                    
-  
$431      
832 Heart Disease & Stroke   $78,873  $118,698  $95,268  $116,040  $35,049  ($43,824) -56% 
836 Tobacco      $573,924  $611,492  $672,233  $506,820  $611,190  $37,266  6% 
837 Abstinence   $365,789  $8,482  $125,241  $168,630  $136,024  ($229,765) -63% 
841 Federal Diabetes Today   $55,724  $37,049  $29,780  $39,279  $32,507  ($23,217) -42% 
843 HIV Prevention & Planning   $476,361  $338,064  $355,368  $326,775  $365,362  ($110,999) -23% 
844 
State Care Coordinator and 
Consorita   $114,317  $155,720  $39,638  $56,680  $501  ($113,816) -100% 
845 Ryan White Services   $130,941  $65,666  $86,444  $39,557  $17,494  ($113,447) -87% 
848 Healthy Start in Child Care   $345,142  $311,980  $165,434  $110,032  $116,899  ($228,243) -66% 
853 HANDS     $1,177,455  $2,049,103  $2,070,366  $1,705,141  $1,028,067  ($149,388) -13% 
856 Arthritis   $9,903  $1,003  $11,906  $6,618  $30,034  $20,131  203% 
857 Physical Activity   $997,905  $746,160  $646,650  $408,611  $524,744  ($473,161) -47% 
890 
Core Public Health Assessment & 
Policy Development   $964,480  $1,391,346  $1,199,067  $1,296,361  $1,193,247  $228,767  24% 
                    
                    
TOTALS     $4,293,659  $5,140,189  $5,197,066  $5,598,692  $5,281,873  $988,214  23% 
 
In local health departments health education/promotion delivers programs are, for the 
most part, non-mandated services. The phrase “for the most part” is clear in the data in 
Table 4.3. There is an “inconsistent” pattern of use of local tax dollars from year-to-year 
as well as fluctuation in the amount of local dollars used to deliver specific programs. 
This plus the fact they are non-mandated means these programs are usually the first to 
be cut. In the County Health Rankings framework used in this study the mediating 
factors that are most malleable are precisely those that are the targets of health 
education/promotion programming. Plus, the behavioral health factors account for 30% 
of the predicted impact on health outcomes with only social and economic factors 
accounting for more, 40%. Because local health departments have to backfill the 
mandated programs with local tax dollars and can’t afford to maintain many of the non-
mandated programs, this reduces the potential impact on issues that lie primarily within 
the health education/promotion domain. 
 
 
 
Perhaps the most dramatic way to illustrate what is at stake comes from the now classic 
analysis by McGinnis and Foege8 and the attempt by Mokdad, Marks, Stroup and 
Gerberding9 to replicate the analysis. McGinnis and Foege identified the “leading” 
causes of death (i.e., those that are primarily in the wheelhouse of the medical 
community writ large)8. The leading causes of death in both 1990 and 2000 were heart 
disease, cancer, stroke, COPD, unintentional injury and diabetes. In the County Health 
Rankings framework, these are the conditions listed as the primary cause in death 
  
certificates, the outcomes responsible for premature death and diminished quality of life. 
McGinnis and Foege also described what they label as the “actual” causes of death, 
primarily the mediating health behavior variables in the County Health Rankings 
framework (i.e., tobacco use, poor diet and physical inactivity, alcohol consumption)8.  
 
 
 
 
   
  
 
*There is an asterisk beside the 2000 number for poor diet and physical inactivity. The 
reason is that subsequent to the Mokdad et al. report, a more complete data set was 
analyzed with more sophisticated statistical techniques8. The revised estimate was that 
poor diet/physical inactivity accounted for 112,000 to 114,000 deaths, not 400,000. 
 
The “health care” industry focuses its attention on medical interventions designed to 
“cure” the leading causes of death; the “outcomes” in the County Health Rankings 
framework. The “health” or public health industry focuses its attention on shifting the 
detection and intervention curve to the left, focusing on the upstream mediating factors 
that constitute the “actual” causes of premature death and reductions in the quality of 
life. Scutchfield and Howard advocate the role of public health departments as “moving 
on upstream” in addressing socioecologic determinants of disease10. This is exactly 
what health education/promotion units in local health departments are designed to do.  
 
The largest actual cause of premature death is tobacco. Kentucky is ranked number two 
among states in smoking rates and leads the nation in lung cancer deaths12. Smoking 
causes 85-90% of lung cancer deaths12. The term lung cancer is never mentioned in the 
KDPH budget. The question is: if the primary purpose of public health is to improve 
population health, why isn’t lung cancer and its major cause, smoking, not dominant 
targets in the KDPH budget?  
 
Statewide in 2009, a total of $997,905 local tax dollars were committed to address 
physical inactivity. In 2013 only $524,744 local tax dollars were being used to address 
physical inactivity, a reduction of $473,161, a 47.4% reduction. Why does KDPH have 
what appears to be a minimal presence with regard to the second largest actual cause 
of premature death? Physical inactivity is not a state funded program, nor is it the target 
  
of mandated services. Unfortunately, this is a more typical, a more common situation 
than a rare situation. Local tax dollars are committed to mandated services that are 
either un- or underfunded leaving no or minimal fiscal and human capital resources 
available to address the largest actual causes of premature mortality and ill health.     
 
Health education/promotion programs are not mandated and funding streams are 
usually obtained through grant dollars from other sources if local tax money is not 
available. Programs that are initiated due to perceived community needs begin to get 
cut slowly until there is nothing left and the program is ultimately unsustainable. Health 
department directors are faced with a difficult decision, funding programs that are 
needed in their communities but without funds designed to meet all needs.  
 
As the data in Table 4.3 show, there are years when local tax dollars were not allocated 
initially for a particular program, but in a later year local tax dollars were used for that 
program. This could mean that the program didn’t originally need tax money and now 
does or that it is a brand new program. For example, Humana Vitality was a brand new 
program in 2012 for local health departments. The data in Table 4.3 do not show how 
many programs were funded in 2009 for which funding was eliminated subsequently 
due to the lack of local tax dollars for funding. It is important to recognize that, in 2009, 
$4.3 million in local tax dollars was used for health education/promotion compared to 
$5.2 million in 2013, a 21% increase. Because health education/promotion programs 
are mostly non-mandated, this increase likely reflects recognition by health department 
directors of the importance of health education/promotion. 
 
PREPAREDNESS SERVICES: Use of Local Tax Dollars, All Health Departments 
Combined 
 
The data in Table 4.1 reveal the degree to which local tax dollars have been used from 
2009-13 to provide preparedness services.  
 
Table 4.4. Preparedness Services: Use of Local Tax Dollars from Fiscal Year 2009 
– 2013 for all local health departments combined 
Cost 
Center Cost Center Name   Tax Use FY 09 Tax Use FY 10 Tax Use FY 11 Tax Use FY 12 Tax Use FY 13 
$ change 
from 09-13 
% change 
from 09-
13 
746 
Environmental 
Strike Team 
Development    $                         -   $                         -   $                  2,121   $                  2,147   $                 18,611  16,490.00 777.46% 
749 
HPP Training 
Coordinator    $                         -   $                         -   $              33,749   $               27,334   $                  4,816  28,933.00 -85.73% 
759 
Regional 
Preparedness 
coordinators    $                         -   $                         -   $                        -   $                 5,262   $                11,268  6,006.00 114.14% 
771 
PHEP Special 
Projects    $                         -   $                         -   $                        -   $                         -   $              338,621  0.00 0.00% 
815 Bioterrorism    $                     310   $                 3,500   $                   633   $                         -   $                    248  62.00 -20.00% 
821 
Bio Focus A- 
Preparedness 
Coordinator    $              808,913   $             705,240   $             671,299   $              518,641   $              631,263  177,650.00 -21.96% 
822 
Bio-Focus B-
Epidemiology/Survei
llance    $              389,533   $             342,200   $             351,666   $        236,582.00   $             283,939  105,594.00 -27.11% 
  
823 
Bio-Focus E- Medical 
Reserve Corp    $              109,908   $               73,942   $              72,389   $                68,100   $               58,708  51,200.00 -46.58% 
824 
Bio Focus F- Exercise 
and Training    $                20,657   $                41,680   $              47,446   $                19,938   $                10,203  10,454.00 -50.61% 
825 
Bio Focus G-Training 
Coordinator    $              174,482   $               97,393   $             212,655   $               68,897   $                 3,039  171,443.00 -98.26% 
                    
TOTALS      $           1,503,803   $           1,263,955   $           1,391,958   $              946,901   $           1,360,716  143,087.00 -9.52% 
 
Preparedness services is an interesting substantive activity area for local health 
departments because its programs operate at the state and local level. As the data in 
Table 4.4 show, several cost centers are associated with overall preparedness, but only 
four cost centers are actually local health department funded programs. The remaining 
cost centers are either state positions that are designed to help support local health 
departments or they are pass-through positions where the state pays a health 
department to house and provides the funds to pay for an employee. For example, 
under cost center 759, regional preparedness coordinators are located in health 
departments throughout the state, but are technically “state” employees. Of the four cost 
centers that are actually funded by local health departments, use of local tax dollars has 
decreased. The cost centers for these four specific programs are 815, 821, 822, and 
823. Post September 11th, 2001, health departments were funded for preparedness 
initiatives. At the outset each health department hired a preparedness coordinator and 
used the funds to prepare their health department in case of a disaster of any kind. 
Under this initiative, local health departments purchased generators to run their health 
departments in the event that they lost power, stocked trailers of necessary supplies to 
open up shelters, etc. As that funding began to decrease along with all other such 
sources of funding for preparedness, local health departments had to adjust with the 
understanding that preparedness is a mandated service. With the slow return of the 
economy to pre-recession levels of stability, environmentalists were not performing the 
magnitude of services required for assessing the capacity of on-site sewage and 
assisting with building of homes. The logical solution was to combine the programs and 
eliminate the preparedness coordinators. In many local health departments 
environmental directors or supervisors have assumed the role of preparedness 
coordinators and worked alongside the state/regional coordinators to create 
preparedness plans and prepare for responses in the event of a disaster. Although it 
appears from the data in Table 4.4 that less local tax money was used, that is because 
the environmentalist was already being paid full time by funds other than funds 
allocated for preparedness. Eliminating preparedness coordinators actually saved this 
program money. The use of local tax dollars for preparedness 2009-13 looks flat for this 
program. With 80% of a health department budget being personnel, this explains the flat 
line. This is primarily due to the elimination of local preparedness coordinators and 
combining the duties within the environmental program.  
With the split responsibility, half-time environmentalist and half-time preparedness 
coordinator, it is possible and even likely that once the economy begins to pick up, there 
will be a need for additional resources, specifically for human capital that will require 
funding from some source. There are three questions that are immediately apparent: 1) 
  
are local health departments adequately prepared to respond to a disaster?, 2) can 
local health departments continue to do the same amount of work in preparedness as 
the economy begins to grow?, 3) with the decrease in funding from the federal, state 
and local levels, as well as both preparedness and environmental programs being 
mandated, where will the funding come from to insure service delivery of both 
programs? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
CHAPTER 5 
Local Taxing District Funds, Restricted and Unrestricted Reserves  
 
 
 
To this point all of the attention has been on a central theme, the reduction in federal 
and state-level funding for services provided by local health departments, even for 
services that are “mandated” with even more substantial reductions for non-mandated 
services. A parallel theme has been the strategy of an increasing use of local tax dollars 
to fund mandated and non-mandated services perceived to be essential elements of a 
robust portfolio of services at the local level. While the evidence supporting the 
underlying reality of these themes is strong, it is important to examine the evidence in 
more depth before reaching a more definitive conclusion.   
 
In this Chapter, we will begin to examine the fiscal health and the potential for funds that 
could be applied to provide services at the local health department level. This chapter 
will look at taxing district reserves and health department restricted and unrestricted 
reserves.  This paper does not address revenue because the focus is on 2009 – 2013 
and how resources are disintegrating.  Reserves are indirectly computed from 2009 – 
2012 because they would be part of the taxing district or reserve amounts in the tables 
below.     
 
Table 5.1. Local Health Department Taxing District Reserves, 2009-13 from district 
with largest reserve to district with smallest reserves 
HEALTH DEPARTMENT COUNTY 
TAXING 
DISTRICT 
RESERVES 
06/30/09 
TAXING 
DISTRICT 
RESERVES 
06/30/10 
TAXING 
DISTRICT 
RESERVES 
06/30/11 
TAXING 
DISTRICT 
RESERVES 
06/30/12 
TAXING 
DISTRICT 
RESERVES 
06/30/13 
$ change 
from 09-
13 
% 
change 
from 09-
13 
      
    
   
303 BARREN RIVER BARREN N/A N/A N/A N/A CH-31     
  BARREN RIVER EDMONSON N/A N/A N/A N/A CH-31     
  BARREN RIVER HART N/A N/A N/A N/A CH-31     
  BARREN RIVER METCALFE N/A N/A N/A N/A CH-31     
  BARREN RIVER SIMPSON N/A N/A N/A N/A CH-31     
156 JEFFERSON JEFFERSON $431,726 $1,960,474 $1,973,431 $1,125,499 CH-31 693,773  61.64% 
  LINCOLN TRAIL NELSON $774,945 $682,656 $714,452 N/A CH-31 (60,493) -7.81% 
  PENNYRILE TRIGG $157,940 $2,296,909 $1,667,572 N/A CH-31 1,509,632  955.83% 
136 FLOYD FLOYD $3,352,198 $3,875,701 $4,258,181 $523,844 $5,942,968 2,590,770  77.29% 
176 MADISON MADISON $4,838,049 $201,890 $69,027 $3,702,955 $4,434,073 (403,976) -8.35% 
161 KNOX   $84,241 $138,542 $312,252 $229,566 $3,951,834 3,867,593  4591.08% 
115 BULLITT BULLITT $2,812,489 $2,723,062 $2,720,133 $2,005,085 $3,135,832 323,343  11.50% 
  WEDCO SCOTT $3,009,874 $2,964,546 $3,017,342 $3,070,710 $3,112,153 102,279  3.40% 
321 BUFFALO TRACE MASON $68,229 $76,691 $77,495 $2,512,036 $2,832,966 2,764,737  4052.14% 
163 LAUREL LAUREL $971,231 $417,362 $407,889 $832,784 $2,511,553 1,540,323  158.59% 
142 GRAVES GRAVES $1,235,107 $1,104,652 $1,655,317 $592,366 $2,036,472 801,365  64.88% 
  
158 JOHNSON JOHNSON $571,933 $166,054 $171,306 $230,988 $1,950,283 1,378,350  241.00% 
314 GREEN RIVER DAVIESS $1,331,431 $85,915 $90,917 $1,893,410 $1,935,454 604,023  45.37% 
124 CHRISTIAN CHRISTIAN $270,532 $77,839 $47,197 $2,423,062 $1,830,720 1,560,188  576.71% 
184 MERCER MERCER $140,231 $297,975 $298,777 $1,682,229 $1,773,753 1,633,522  1164.88% 
125 CLARK CLARK $126,323 $250,796 $215,378 $1,503,821 $1,718,746 1,592,423  1260.59% 
179 MARSHALL MARSHALL $1,223,474 $1,334,069 $1,370,697 $1,998,291 $1,684,314 460,840  37.67% 
118 CALLOWAY CALLOWAY $1,053,422 $1,227,677 $1,329,269 $1,100,633 $1,677,407 623,985  59.23% 
  PURCHASE McCRACKEN $933,410 $1,136,746 $1,349,678 $1,427,881 $1,653,641 720,231  77.16% 
180 MARTIN MARTIN $103,469 $1,546,263 $1,379,388 $1,436,653 $1,614,182 1,510,713  1460.07% 
113 BREATHITT BREATHITT $488,289 $411,967 $457,093 $1,565,108 $1,593,412 1,105,123  226.33% 
  KENTUCKY RIVER LETCHER $280,135 $722,834 $681,257 $61,509 $1,572,237 1,292,101  461.24% 
198 PIKE PIKE $368,596 $150,406 $51,760 $1,279,581 $1,544,131 1,175,535  318.92% 
134 FAYETTE FAYETTE N/A N/A N/A $338,000 $1,504,463 1,166,463  345.11% 
143 GRAYSON GRAYSON $68,273 $1,459,110 $1,646,935 $1,853,576 $1,486,446 1,418,173  2077.21% 
  LINCOLN TRAIL MARION N/A $200,759 $243,083 $1,339,603 $1,336,999 1,136,240  565.97% 
110 BOYD BOYD $412,935 $396,416 $350,702 $1,011,230 $1,328,462 915,527  221.71% 
302 LINCOLN TRAIL HARDIN $1,484,616 $165,528 $209,765 $1,253,051 $1,276,655 (207,961) -14.01% 
193 OLDHAM OLDHAM $30,753 $65,622 $119,289 $1,165,290 $1,246,582 1,215,829  3953.58% 
169 LINCOLN LINCOLN $154,212 $1,267,920 $1,271,108 $1,718,484 $1,073,338 919,126  596.02% 
  NORTH CENTRAL SHELBY $372,839 $349,215 $339,858 $1,016,206 $1,055,367 682,528  183.06% 
102 ALLEN ALLEN $743,775 $806,229 $882,928 $922,521 $860,393 116,619  15.68% 
  GREEN RIVER HENDERSON $226,575 $38,484 $57,929 $884,936 $828,923 602,347  265.85% 
164 LAWRENCE LAWRENCE $1,468,242 $960,544 $1,052,647 $400,234 $807,038 (661,205) -45.03% 
157 JESSAMINE JESSAMINE $174,556 $332,641 $297,643 $997,516 $759,985 585,429  335.38% 
  NORTH CENTRAL SPENCER $1,283,205 $410,426 $438,462 $355,610 $753,030 (530,175) -41.32% 
  KENTUCKY RIVER LESLIE $752,067 $49,040 $65,394 $1,397,972 $742,821 (9,247) -1.23% 
  LINCOLN TRAIL WASHINGTON $85,586 $830,836 $675,133 $733,005 $719,999 634,413  741.26% 
315 WEDCO HARRISON $646,545 $779,838 $899,193 $384,855 $663,636 17,091  2.64% 
  
NORTHERN 
KENTUCKY KENTON $119,138 $919,552 $982,809 $652,855 $651,720 532,582  447.03% 
137 FRANKLIN FRANKLIN $508,709 $449,309 $624,715 $5,136,377 $638,229 129,520  25.46% 
220 WOODFORD  WOODFORD  $434,086 $481,233 $523,161 $550,913 $589,066 154,980  35.70% 
  GREEN RIVER OHIO $197,219 $359,120 $386,890 $468,863 $578,382 381,163  193.27% 
310 
NORTHERN 
KENTUCKY BOONE $288,397 $377,688 $317,122 $510,940 $554,644 266,247  92.32% 
145 GREENUP GREENUP N/A $509,171 $222,258 $617,204 $542,059 32,888  6.46% 
  LAKE CUMBERLAND PULASKI $94,641 $125,033 $266,058 $394,385 $540,649 446,009  471.27% 
  GATEWAY ROWAN $389,258 $430,409 $459,957 $183,875 $519,887 130,629  33.56% 
135 FLEMING FLEMING $145,920 $35,701 $447,717 $4,380 $512,751 366,831  251.39% 
316 GATEWAY BATH $359,313 $373,217 $380,568 $272,163 $499,261 139,948  38.95% 
  BARREN RIVER BUTLER $406,222 $470,599 $483,185 $67,020 $498,304 92,081  22.67% 
  BARREN RIVER LOGAN $461,115 $473,290 $493,360 $490,811 $493,200 32,085  6.96% 
304 PURCHASE BALLARD $193,242 $963,589 $784,521 $267,665 $489,832 296,590  153.48% 
  NORTH CENTRAL TRIMBLE $2,295,039 $866,133 $493,609 $488,567 $488,900 (1,806,139) -78.70% 
  
  WEDCO NICHOLAS $338,719 $348,542 $398,693 $438,595 $486,220 147,502  43.55% 
  KENTUCKY RIVER PERRY $232,685 $3,399,690 $3,676,974 $305,349 $482,847 250,162  107.51% 
313 
CUMBERLAND 
VALLEY CLAY $80,946 $144,583 $158,387 $356,764 $475,028 394,082  486.84% 
  PURCHASE HICKMAN $358,144 $385,498 $410,351 $416,668 $443,832 85,688  23.93% 
  LINCOLN TRAIL MEADE $652,157 N/A N/A $330,189 $423,555 (228,602) -35.05% 
  LAKE CUMBERLAND CASEY $82,940 $65,347 $82,929 $161,810 $421,330 338,390  408.00% 
305 NORTH CENTRAL HENRY $277,259 $900,695 $718,721 $372,641 $403,293 126,033  45.46% 
168 LEWIS LEWIS $1,009,258 $1,357,389 $1,582,627 $1,069,083 $402,765 (606,493) -60.09% 
107 BELL BELL $323,185 $338,870 $344,004 $107,185 $393,053 69,868  21.62% 
  GREEN RIVER UNION $1,005,167 $239,034 $248,830 $389,027 $393,007 (612,159) -60.90% 
  LAKE CUMBERLAND RUSSELL $2,183,963 $126,663 $125,894 $341,039 $386,993 (1,796,970) -82.28% 
218 WHITLEY WHITLEY $3,271,548 $3,650,694 $3,987,729 $4,329,857 $386,006 (2,885,542) -88.20% 
  
NORTHERN 
KENTUCKY CAMPBELL $647,020 $288,535 $295,007 $457,694 $380,443 (266,577) -41.20% 
111 BOYLE BOYLE $125,195 $91,045 $107,901 $362,542 $366,574 241,379  192.80% 
  PURCHASE FULTON $1,262,696 $335,833 $369,978 $311,405 $357,664 (905,032) -71.67% 
  LAKE CUMBERLAND TAYLOR $680,700 $2,456,224 $2,539,100 $125,344 $356,465 (324,235) -47.63% 
  THREE RIVERS OWEN $344,065 $324,981 $350,005 $337,399 $349,505 5,441  1.58% 
177 MAGOFFIN MAGOFFIN $1,262,342 $5,341,726 $5,178,263 $68,951 $337,501 (924,840) -73.26% 
133 ESTILL ESTILL $126,297 $685,768 $383,341 $153,834 $335,351 209,054  165.53% 
186 MONROE MONROE $247,320 $95,519 $69,003 $314,970 $329,723 82,403  33.32% 
  LAKE CUMBERLAND McCREARY $746,377 $269,155 $870,351 $526,494 $325,104 (421,273) -56.44% 
  KENTUCKY RIVER WOLFE $57,836 $209,690 $231,233 $3,569,798 $322,400 264,564  457.44% 
  
NORTHERN 
KENTUCKY GRANT $853,591 $653,365 $649,255 $302,750 $307,317 (546,274) -64.00% 
  KENTUCKY RIVER LEE $46,326 $793,365 $878,974 $667,190 $305,793 259,466  560.08% 
210 TODD TODD $4,059 $41,173 $46,928 $163,028 $296,243 292,184  7198.91% 
140 GARRARD GARRARD $288,607 $314,893 $293,310 $683,987 $294,329 5,722  1.98% 
317 THREE RIVERS CARROLL $280,748 $277,839 $264,644 $238,240 $292,369 11,621  4.14% 
109 BOURBON BOURBON $1,221,502 $1,348,869 $1,014,047 $344,296 $284,786 (936,717) -76.69% 
148 HARLAN HARLAN $1,276,987 N/A N/A $96,549 $279,517 (997,470) -78.11% 
  GATEWAY MORGAN $174,040 $123,175 $174,040 $118,794 $261,149 87,109  50.05% 
312 KENTUCKY RIVER KNOTT $696,089 $627,850 $650,439 $182,812 $239,453 (456,636) -65.60% 
112 BRACKEN BRACKEN $1,112,525 $1,427,697 $1,493,376 $247,751 $237,390 (875,135) -78.66% 
  PENNYRILE LIVINGSTON N/A $75,465 $51,321 $145,325 $232,226 156,761  207.73% 
309 LAKE CUMBERLAND ADAIR $81,167 $111,499 $139,834 $338,763 $225,975 144,808  178.41% 
114 BRECKINRIDGE BRECKINRIDGE $2,179,417 $2,115,262 $2,323,997 $279,272 $225,430 (1,953,986) -89.66% 
  BARREN RIVER WARREN $165,894 $270,914 $310,927 $271,087 $223,080 57,186  34.47% 
103 ANDERSON ANDERSON $816,904 $521,740 $367,255 $205,592 $221,331 (595,573) -72.91% 
  LINCOLN TRAIL LARUE $157,376 $1,385,461 $1,328,187 $223,406 $198,723 41,347  26.27% 
  PURCHASE CARLISLE $265,755 $218,906 $164,296 $176,987 $197,360 (68,395) -25.74% 
  LAKE CUMBERLAND CLINTON $240,748 $108,352 $137,694 $98,354 $183,435 (57,313) -23.81% 
  
CUMBERLAND 
VALLEY ROCKCASTLE $140,098 $150,811 $140,799 $100,085 $174,748 34,651  24.73% 
318 PENNYRILE CALDWELL $67,605 $9,844 $23,025 $135,566 $173,413 105,808  156.51% 
  
311 LITTLE SANDY CARTER $3,203,234 $53,553 $61,508 $290,638 $171,788 (3,031,446) -94.64% 
  GREEN RIVER McLEAN $292,275 $305,134 $351,450 $97,747 $169,650 (122,626) -41.96% 
  GREEN RIVER WEBSTER $552,080 $1,051,176 $1,065,830 $125,784 $163,470 (388,610) -70.39% 
189 MUHLENBERG MUHLENBERG $795,669 $443,752 $441,673 $149,879 $156,422 (639,246) -80.34% 
  GREEN RIVER HANCOCK $99,284 $1,052,166 $912,674 $74,243 $156,267 56,983  57.39% 
  
CUMBERLAND 
VALLEY JACKSON $20,346 $43,797 $58,074 $203,746 $145,971 125,625  617.44% 
154 HOPKINS HOPKINS $1,503,376 $1,285,751 $1,314,862 N/A $142,110 (1,361,266) -90.55% 
  LAKE CUMBERLAND GREEN $305,173 $469,096 $535,111 $320,221 $137,246 (167,927) -55.03% 
  GATEWAY MENIFEE $115,822 $149,838 $119,960 $448,866 $126,776 10,954  9.46% 
  LAKE CUMBERLAND WAYNE $411,535 $750,087 $807,523 $2,529,963 $118,505 (293,031) -71.20% 
  THREE RIVERS GALLATIN $71,670 $61,634 $66,750 $81,225 $101,964 30,294  42.27% 
  LAKE CUMBERLAND CUMBERLAND $410,838 $293,302 $321,501 $128,867 $98,231 (312,607) -76.09% 
  THREE RIVERS PENDLETON $66,864 $40,587 $48,800 $75,500 $92,783 25,919  38.76% 
  BUFFALO TRACE ROBERTSON $548,412 $735,932 $1,517,003 $84,384 $86,246 (462,166) -84.27% 
199 POWELL POWELL $866,719 $323,857 $340,176 $47,907 $85,304 (781,415) -90.16% 
  KENTUCKY RIVER OWSLEY $3,022,044 $285,707 $330,337 $521,091 $83,820 (2,938,224) -97.23% 
187 MONTGOMERY MONTGOMERY $371,661 $282,100 $256,399 $78,432 $74,412 (297,249) -79.98% 
  LITTLE SANDY ELLIOTT $330,140 $3,446,572 $4,418,220 $56,728 $68,369 (261,771) -79.29% 
  PENNYRILE CRITTENDEN $154,731 $76,679 $105,224 $55,953 $45,675 (109,056) -70.48% 
  PENNYRILE LYON $2,761,893 N/A N/A $41,345 $2,709 (2,759,184) -99.90% 
                    
Totals     $79,712,772 $81,580,359 $85,386,549 $82,355,106 $88,187,594 8,474,822  10.63% 
 
The data in Table 5.1 show the amount of dollars each local health department taxing 
district has in reserves, fund balances. The data are organized by the taxing district that 
has the largest amount in reserves to the smallest amount in year 2013. Taxing district 
reserve money is “restricted” in that it can only be spent on building maintenance/repair 
and belongs to each county’s taxing district account. Money that needs to be spent on 
operational costs is put into the operational budget for either a single county health 
department or is paid to the district health department in which the county belongs. For 
example, Scott, Harrison, and Nicholas counties are part of the WEDCO District Health 
Department and all have local taxing district reserves. Those funds are used to maintain 
the local buildings in each of the 120 counties.  
 
The counties that have CH-31 (Cabinet for Health) in place of an amount of reserves 
are counties that are funded either by the city or county instead of creating a public 
health tax rate. An overarching tax and rate is set that supports all county operations 
including the local health department.  Funds that are not spent at year end are kept at 
the local health department.  Each of the county taxing districts (other than the CH-31 
counties) set their county tax rate annually and the governing board sets the tax rate 
that each county must pay into the district for operational costs. The county health 
department pays the appropriation to the operational budget whether in a single county 
or district and keeps the remaining portion of their tax rate for upkeep of building and 
  
local board expenses. The operational budget pays for salaries, fringe benefits, 
programs, technology, etc. For example, Harrison, Nicholas and Scott Counties pay .04 
of their total count tax to Wedco for operational expenses and keep the remainder for 
their local taxing district.  In Table 5.1, it becomes apparent that there is great variation 
in the amount of money that each taxing district holds. The “wealthiest” taxing district 
holds $5.9 million whereas the “poorest” holds only $2,700. The total amount for the 
state is $88 million. However, the top 8 counties hold one-third of the total in their 
respective county taxing district accounts. Because of the restrictions placed on the 
taxing district funds (building and maintenance of buildings), those funds are somewhat 
difficult to spend. Once the money has been spent on the allowable items, the money 
builds up in the taxing district account and the only way to release those funds is to 
increase the contribution rate into the operational account. This is a political process, 
particularly in district health departments because boards of health begin to question 
how much of the operations within the district they are paying for and what they are 
getting for those dollars. It is important that the director educate the board members on 
the importance of a district and shared economy of scale, how many employees cover 
each county and what appropriations are going to that county. If boards do not fully 
understand and support the idea of having a district, local boards of health can begin to 
make the case for pulling out of the district and forming their own local (county-level) 
health department. It makes more sense from an economics standpoint to have a 
district health department, but in the past several years multiple counties have pulled 
out of a district-type organization forming their own health department for the stated 
reason of keeping their tax money in that county. A local health department must have a 
public health director, a human resources person, billing staff, maintenance staff and 
staff to cover all programs.  A district health department allows several counties to share 
the cost of these administrative positions (public health director, human resources, 
billing department).  An additional benefit to having a district health department is that 
when services for one program doesn’t require a full time person, the work of 
employees can be spread across several counties to cover the services.  For example, 
one environmentalist covers Harrison and Nicholas Counties.  If these were single 
county health departments, each county would have to employee a full-time person for 
a job that was not full-time or involve contracting with a neighboring health department 
to cover environmental services.  Raising and lowering tax rates from year-to-year is 
also a political endeavor, and difficult to do so once the public health tax is covering 
adequate expenditures for both local and operational costs. Health department directors 
understandably do not want to lower the taxes in fear of never being able to raise them 
again, to cover expenditures. This why the build-up of funds in taxing district accounts 
began. The dollar amount changed from 2009-13. It also shows large variations in 
increases and decreases per county. The largest increase from 2009-13, was $3.8 
million (Knox County), and the largest decrease during that same time period was $1.8 
million (Trimble County),79%, which is a part of the North Central District Health 
Department. The taxing district accounts serve as a safety net for health departments in 
some sense, but the local boards of health control these funds making it of upmost 
importance for their support to the county or district operational accounts to manage 
money from year to year. This explains why it is much more difficult for district health 
  
departments to have the flexibility due to having more than one board of health 
controlling the county funds.  
 
To illustrate the points above, the WEDCO District Health Department has three local 
county boards of health (Harrison, Nicholas and Scott counties). Members of those 
boards make up the district’s governing board. The variation in the taxing district 
accounts for each is substantial. Harrison has $660,000, Nicholas has $485,000, and 
Scott has $3 million (one of the top 8 holding the lion’s share of the total $88 million) in 
2013. Each of these counties has a different tax rate, but they all pay .02 cents of 
$100.00 of assessed value into the WEDCO District operational account. The .02 
appropriation payment to the district is the following for each county: in 2013, Harrison 
paid $400,000, Nicholas paid $104,000, and Scott paid $800,000. This is the tax 
proportion that WEDCO receives to help supplement operational costs that are not 
covered by other funding sources. Scott County pays the most, but they reinforce the 
idea of a shared economy, they have the most staff representing Scott County services.  
 
Each health department, whether single county or part of a district has unrestricted and 
restricted reserves in their operational accounts. The unrestricted money is funds that 
can be used for anything needed. Restricted money is revenue generated in a specific 
program that stays within that program.  The restricted money can only be spent on that 
program when needed and cannot be shared across other departments specifically 
earmarked for a certain program or cost center. However, if needed, certain restricted 
funds can be requested to use for other purposes. For example, if a local health 
department has restricted reserves in home health that means those funds can only be 
spent within the home health program.  If the unrestricted funds were depleted and 
there was a need to tap into those reserves, a request to KDPH can be made to get 
special permission to use those funds for something that may be needed for the entire 
health department.   
 
Table 5.2. UNRESTRICTED RESERVES, Local Health Departments, 2009-13 
HEALTH DEPARTMENT 
2009 
UNRESTRICTED 
RESERVES 
2010 
UNRESTRICTED 
RESERVES 
2011 
UNRESTRICTED 
RESERVES 
2012 
UNRESTRICTED 
RESERVES 
2013 
UNRESTRICTED 
RESERVES 
$ Change from 
total 
unrestricted 
reserves 09-13 
% Change 
from total 
unrestricted 
reserves 09-
13 
143 GRAYSON               
148 HARLAN               
134 FAYETTE $2,927,466 $1,030,487 $996,482 $5,316,747 $7,118,964  $4,191,498 143% 
124 CHRISTIAN $6,928,696 $6,699,280 $446,960 $5,550,256 $5,039,037  -$1,889,659 -27% 
310 
NORTHERN 
KENTUCKY $4,215,736 $4,638,877 $3,944,861 $4,228,102 $4,789,548  $573,812 14% 
305 
NORTH 
CENTRAL $3,508,873 $4,095,636 $3,967,596 $4,432,105 $4,678,116  $1,169,243 33% 
309 
LAKE 
CUMBERLAND $5,264,225 $5,760,847 $4,750,374 $4,016,662 $3,827,584  -$1,436,641 -27% 
218 WHITLEY $1,955,047 $2,261,878 $1,270,209 $3,258,565 $3,722,541  $1,767,495 90% 
314 GREEN RIVER $5,552,028 $6,051,366 $5,423,764 $4,360,166 $3,651,395  -$1,900,632 -34% 
304 PURCHASE $2,585,307 $3,226,638 $2,322,712 $3,253,365 $3,172,664  $587,356 23% 
315 WEDCO $1,551,426 $2,049,785 $2,295,982 $2,307,307 $2,394,558  $843,132 54% 
189 MUHLENBERG $1,122,496 $1,400,809 $1,062,697 $1,824,921 $1,655,204  $532,708 47% 
  
179 MARSHALL $656,359 $521,084 $248,523 $1,464,908 $1,609,179  $952,820 145% 
318 PENNYRILE $1,233,815 $1,664,740 $1,467,793 $1,468,687 $1,247,833  $14,018 1% 
317 THREE RIVERS $1,245,607 $1,013,490 $1,050,840 $1,074,182 $1,083,600  -$162,007 -13% 
110 BOYD $737,677 $765,308 $607,588 $821,007 $959,014  $221,338 30% 
303 BARREN RIVER $1,982,553 $2,462,481 $1,924,661 $1,288,410 $891,717 -$1,090,837 -55% 
113 BREATHITT $892,388 $900,576 $899,366 $832,866 $875,361  -$17,027 -2% 
158 JOHNSON $906,376 $1,133,179 $803,348 $821,114 $874,559  -$31,817 -4% 
118 CALLOWAY       $879,400 $874,230  $874,230 99% 
161 KNOX $1,210,479 $1,424,409 $1,276,296 $1,401,038 $854,143  -$356,336 -29% 
220 WOODFORD  $702,278 $920,663 $537,439 $891,092 $846,242  $143,964 20% 
154 HOPKINS $461,602 $574,113 $790,629 $703,271 $794,643  $333,041 72% 
125 CLARK $969,045 $1,427,754 $1,188,270 $893,943 $778,277  -$190,768 -20% 
176 MADISON $148,515 $707,021 $205,968 $376,515 $738,960  $590,446 398% 
321 
BUFFALO 
TRACE $817,511 $865,786 $843,167 $831,588 $707,765  -$109,745 -13% 
142 GRAVES     $609,916 $630,790 $703,908  $703,908 115% 
136 FLOYD $863,630 $1,041,493 $1,077,278 $913,742 $692,119  -$171,511 -20% 
163 LAUREL $810,041 $734,767 $762,323 $736,263 $505,991  -$304,050 -38% 
157 JESSAMINE $637,716 $650,155 $429,518 $359,142 $461,487  -$176,230 -28% 
302 LINCOLN TRAIL $262,226 $936,878 $688,755 $198,418 $419,136  $156,910 60% 
184 MERCER $644,552 $480,962 $554,047 $635,968 $406,109  -$238,443 -37% 
137 FRANKLIN $907,027 $1,006,043 $920,160 $605,989 $362,011  -$545,016 -60% 
164 LAWRENCE $391,264 $561,364 $405,535 $373,868 $351,702  -$39,563 -10% 
115 BULLITT $702,368 $786,573 $689,638 $602,753 $322,388  -$379,981 -54% 
103 ANDERSON $543,281 $535,822 $320,094 $365,168 $303,250 -$240,031 -44% 
187 MONTGOMERY $414,809 $539,362 $483,669 $169,114 $272,914  -$141,895 -34% 
198 PIKE $403,271 $477,934 $445,091 $638,601 $267,781  -$135,490 -34% 
193 OLDHAM $1,293,062 $1,697,849 $1,608,921 $1,491,363 $259,494  -$1,033,568 -80% 
168 LEWIS $298,000 $410,437 $325,023 $235,297 $225,557  -$72,442 -24% 
102 ALLEN $945,578 $1,074,765 $1,035,743 $648,735 $218,055 -$727,523 -77% 
199 POWELL $98,520 $76,524 -$1,396 $35,051 $191,196  $92,676 94% 
111 BOYLE $207,846 $331,809 $304,376 $172,065 $188,677  -$19,169 -9% 
180 MARTIN $336,596 $274,734 $366,858 $284,111 $180,393  -$156,203 -46% 
114 BRECKINRIDGE $361,528 $285,870 $218,624 $136,824 $179,238  -$182,290 -50% 
135 FLEMING $420,222 $443,734 $310,437 $234,284 $168,933  -$251,289 -60% 
169 LINCOLN $311,219 $375,527 $311,503 $321,988 $145,710  -$165,509 -53% 
109 BOURBON $147,686 $288,388 $279,635 $132,945 $127,161  -$20,524 -14% 
145 GREENUP $124,795 $301,820 $225,269 $106,359 $68,068  -$56,727 -45% 
140 GARRARD $172,664 $150,396 $122,300 $85,017 $55,465  -$117,198 -68% 
313 
CUMBERLAND 
VALLEY $2,926,510 $3,597,574 $2,108,946 $374,443 $51,431  -$2,875,079 -98% 
112 BRACKEN $210,208 $135,272 $86,847 $47,253 $43,837  -$166,371 -79% 
311 LITTLE SANDY $253,009 $78,548 $2,169 $87,191 $28,128  -$224,881 -89% 
177 MAGOFFIN $87,555 $48,930 -$19,319 $23,258 $23,021  -$64,534 -74% 
210 TODD $52,666 $26,845 $23,102 -$9,416 $19,068  -$33,598 -64% 
133 ESTILL $116,622 $130,659 $69,374 -$49,946 $3,781  -$112,841 -97% 
186 MONROE $192,445 $148,554 $93,200 -$28,499 ($46,212) -$238,656 -124% 
316 GATEWAY $1,027,110 $855,947 $436,778 $92,336 ($100,564) -$1,127,674 -110% 
107 BELL         ($113,516) -$113,516 0% 
312 
KENTUCKY 
RIVER $1,201,727 $1,080,141 $275,199 -$336,502 ($455,091) -$1,656,818 -138% 
156 JEFFERSON               
                  
    $64,941,255 $71,161,884 $53,895,135 $62,610,186 $59,715,759 -$5,225,496 -8% 
  
 
The data in Table 5.2 are organized from the department that has the largest amount of 
“unrestricted” reserves in 2013 to the department that has the smallest amount of 
unrestricted reserves in 2013. As noted earlier, local health departments have 
considerable latitude or degrees of freedom in how to utilize unrestricted reserves. 
These reserves are kept in the operational account and are reserves that can be used 
to help balance programmatic expenditures, if needed. From 2009-2013, the total 
amount of “unrestricted” reserves have decreased by 8%, showing an increase in use of 
unrestricted reserve monies for delivery of public health services. It is important to note 
the large variation in use of these funds. The largest decrease, or use in unrestricted 
funds is 98%, and a decrease of $2.8 million from 2009-13. The largest increase in 
unrestricted funds is 143%, $4 million from 2009-13. Of the 56 health departments that 
have unrestricted reserve accounts in 2013, 40 of them, or 71%, decreased their 
unrestricted reserve accounts. However, $59 million dollars is, by any definition, a large 
amount of money. Of the total $59 million dollars, the top seven health departments 
listed hold fifty percent of the total amount in unrestricted reserves. The bottom four 
health departments are operating in a negative unrestricted reserve balance. Because 
local health departments in a multi-county district or single county operate as essentially 
“independent” entities, there is no requirement for sharing unrestricted reserve funds. 
One thing is clear from the data in Table 5.2: there are large disparities/inequities in the 
potential for using unrestricted reserves for providing services or other activities in which 
local health departments might be involved. Some local health departments are 
essentially under water while others are nowhere near destitute. 
 
It is important to note that Bell, Grayson and Harlan Counties are newly formed health 
departments and therefore do not yet have funds in unrestricted reserve accounts. The 
Jefferson County Public Health and Wellness Department is unique in that it is funded 
by the Mayor’s office and the Louisville Metro Council, like all other governmental 
entities in the merged Louisville-Metro/Jefferson County government. This means that 
the taxing district for the health department is the Mayor/Louisville Metro Council and 
not the Board of Health, as is the case with some of Kentucky’s other local health 
departments. Thus, any fiscal year surplus (reserve) reverts to the Metro Council 
resulting in the health department having $0 taxing district and $0 unrestricted reserves 
at year end.  
 
Table 5.3. RESTRICTED RESERVES, Local Health Departments, 2009-13 
HEALTH DEPARTMENT 
2009 
RESTRICTED 
RESERVES  
2010 
RESTRICTED 
RESERVES  
2011 
RESTRICTED 
RESERVES  
2012 
RESTRICTED 
RESERVES  
2013 
RESTRICTED 
RESERVES  
$ Change from 
total restricted 
reserves 09-13 
% Change 
from total 
restricted 
reserves 
09-13 
143 GRAYSON               
148 HARLAN               
161 KNOX $3,970,083 $4,291,839 $4,727,251 $4,448,189 $4,245,642  $275,559 7% 
315 WEDCO $2,164,443 $2,976,393 $3,613,538 $3,848,524 $4,159,102  $1,994,660 92% 
314 GREEN RIVER $1,285,642 $1,439,858 $2,167,913 $2,257,823 $3,016,254  $1,730,611 135% 
176 MADISON $3,412,882 $2,855,435 $3,326,541 $2,721,330 $2,509,100  -$903,782 -26% 
113 BREATHITT $1,244,210 $1,628,798 $1,767,283 $1,902,846 $1,946,853  $702,643 56% 
218 WHITLEY $3,308,309 $3,434,219 $4,426,309 $2,037,213 $1,001,863  -$2,306,447 -70% 
  
158 JOHNSON $1,114,321 $1,270,736 $1,312,387 $1,084,936 $945,795  -$168,526 -15% 
136 FLOYD $743,010 $643,603 $640,776 $723,621 $739,822  -$3,188 0% 
309 
LAKE 
CUMBERLAND $1,687,400 $1,062,641 $731,798 $501,272 $677,091  -$1,010,309 -60% 
312 
KENTUCKY 
RIVER $937,953 $742,684 $500,212 $407,206 $436,448  -$501,505 -53% 
302 LINCOLN TRAIL $486,954 $224,542 $184,033 $118,337 $429,801  -$57,153 -12% 
316 GATEWAY $104,787 $27,898 $41,557 $142,668 $373,978  $269,191 257% 
125 CLARK $249,885 $28,450 $86,796 $36,063 $373,469  $123,584 49% 
303 BARREN RIVER $342,811 $237,514 $223,711 $317,707 $310,718 -$32,093 -9% 
313 
CUMBERLAND 
VALLEY $1,086,555 $878,438 $906,913 $536,456 $259,564  -$826,991 -76% 
180 MARTIN $302,951 $264,440 $400,515 $299,485 $234,266  -$68,685 -23% 
124 CHRISTIAN $167,123 $134,262 $5,848,534 $207,088 $170,407  $3,285 2% 
310 
NORTHERN 
KENTUCKY $85,557 $129,388 $151,371 $142,466 $164,450  $78,893 92% 
189 MUHLENBERG $955,416 $862,643 $1,017,079 $155,565 $152,911  -$802,505 -84% 
164 LAWRENCE $300,290 $78,432 $216,152 $188,384 $147,440  -$152,850 -51% 
110 BOYD $29,480 $27,724 $27,991 $37,534 $129,983  $100,503 341% 
304 PURCHASE $468,132 $322,511 $1,845,191 $270,990 $121,975  -$346,157 -74% 
187 MONTGOMERY $199,196 $158,786 $168,398 $107,077 $118,919  -$80,278 -40% 
305 
NORTH 
CENTRAL $206,912 $23,591 $23,171 $64,513 $110,364  -$96,548 -47% 
169 LINCOLN $332,952 $315,262 $246,982 $134,764 $109,997  -$222,955 -67% 
118 CALLOWAY       $25,781 $94,583  $94,583 367% 
107 BELL         $93,074     
142 GRAVES     $1,700 $29,642 $90,973  $90,973 307% 
177 MAGOFFIN $150,719 $12,034 $16,245 $30,013 $83,512  -$67,207 -45% 
109 BOURBON $173,864 $64,625 $96,635 $101,404 $81,012  -$92,851 -53% 
318 PENNYRILE $72,493 $16,826 $43,495 $31,864 $76,910  $4,417 6% 
102 ALLEN $163,563 $169,788 $171,463 $160,994 $70,832 -$92,732 -57% 
133 ESTILL $16,080 $9,231 $24,984 $23,300 $69,233  $53,152 331% 
210 TODD $17,277 $2,346 $7,997 $68,948 $68,293  $51,016 295% 
137 FRANKLIN $619,770 $690,754 $480,619 $35,853 $67,775  -$551,995 -89% 
186 MONROE $133,351 $63,250 $72,469 $63,099 $66,991  -$66,361 -50% 
317 THREE RIVERS $33,153 $30,153 $22,986 $38,829 $61,459  $28,306 85% 
198 PIKE $58,365 $0 $11,626 $11,275 $57,551  -$814 -1% 
135 FLEMING $14,667 $2,044 $10,345 $25,021 $53,752  $39,084 266% 
321 
BUFFALO 
TRACE $35,217 $35,136 $27,317 $32,359 $44,752  $9,535 27% 
115 BULLITT $96,427 $58,542 $89,975 $75,024 $39,493  -$56,934 -59% 
111 BOYLE $6,166 $4,411 $8,998 $22,606 $38,388  $32,222 523% 
220 WOODFORD  $94,724 $74,104 $489,679 $20,043 $37,222  -$57,502 -61% 
163 LAUREL $60,268 $23,789 $17,434 $15,505 $36,421  -$23,847 -40% 
157 JESSAMINE $81,542 $14,850 $16,598 $16,237 $35,332  -$46,210 -57% 
311 LITTLE SANDY $18,633 $23,780 $11,102 $13,906 $23,379  $4,745 25% 
168 LEWIS $39,875 $92,852 $13,316 $16,770 $20,868  -$19,007 -48% 
140 GARRARD $26,179 $24,418 $30,640 $56,161 $13,107  -$13,072 -50% 
199 POWELL $39,658 $33,039 $26,956 $34,731 $12,747  -$26,911 -68% 
154 HOPKINS $240,798 $83,194 $4,603 $2,164 $11,361  -$229,437 -95% 
103 ANDERSON $54,237 $3,398 $7,830 $11,368 $9,702 -$44,535 -82% 
179 MARSHALL $7,247 $4,663 $25,000 $16,952 $8,547  $1,300 18% 
145 GREENUP $18,545 $13,481 $7,276 $17,211 $8,184  -$10,361 -56% 
134 FAYETTE $117,141 $4,827,470 $8,191 $10,259 $6,246  -$110,895 -95% 
112 BRACKEN $12,218 $61 $1,850 $5,436 $5,931  -$6,288 -51% 
193 OLDHAM $19,638 $8,172 $335,330 $2,610 $2,760  -$16,878 -86% 
184 MERCER $89,620 $100,914 $78,876 $5,626 $1,157  -$88,463 -99% 
  
114 BRECKINRIDGE $13,161 $829 $1,216 $970 $1,000  -$12,161 -92% 
156 JEFFERSON   N/A N/A N/A       
                  
    $27,711,851 $30,548,240 $36,765,155 $23,714,022 $24,278,754 -$3,433,097 -12% 
 
The data in Table 5.3 are sorted from largest to smallest in restricted reserves for 2013.  
“Restricted” reserves are kept in the operational account, and unlike unrestricted 
reserves, a local health department has to formally request and get special approval 
from KDPH to move funds from restricted to unrestricted accounts. Restricted reserves 
are federal funds that have been carried over from previous years or that have been in 
excess of the previous year’s budget. For those 13 or 14 local health departments that 
still have home health activities, home health funds are put into the restricted funds 
account. There is clearly a great amount of variation in the amount of restricted reserves 
for each health department. From 2009-2013, the restricted reserves have decreased 
by 12%. Of the total $24 million dollars, the top four health departments listed hold fifty 
percent of the total amount across the state in restricted reserves. It is important to note 
the large variation in use of these funds. The largest decrease, or use in restricted 
reserves is Whitley County at 70%, or $2.3 million from 2009-13. The largest increase in 
restricted reserves is a 92% increase, or $1.9 million from 2009-13. Of the 56 health 
departments that had restricted reserves in 2013, 36 of them, or 64%, experienced a 
decrease in their restricted reserves. Although state-wide it appears that there is a lot of 
money in restricted reserves, very few financially stable health departments hold the 
lion’s share of the reserves. Because local health departments operate as independent 
entities, there is no requirement to pool or share these resources.  
 
As with unrestricted reserves, it is important to note that Bell, Grayson and Harlan 
Counties are newly formed health departments and therefore do not yet have funds in 
unrestricted reserve accounts. The Jefferson County Public Health and Wellness 
Department is unique in that it is funded by the Mayor’s office and the Louisville Metro 
Council, like all other governmental entities in the merged Louisville-Metro/Jefferson 
County government. This means that the taxing district for the health department is the 
Mayor/Louisville Metro Council and not the Board of Health as is the case with some of 
Kentucky’s other local health departments. Thus, any fiscal year surplus (reserve) 
reverts to the Metro Council resulting in the health department having $0 restricted 
reserves at year end.  
 
 
 
 
 
 
  
CHAPTER 6 
Taxing District Rates and Contribution Rates 
 
Table 6.1: Local Health Department Taxing District Rates From FY 2009 – 2013 
County 
Health 
Department 
Real, Personal 
and Motor 
Vehicle 
Property - 2009 
Real, Personal 
and Motor 
Vehicle 
Property - 2010 
Real, Personal 
and Motor 
Vehicle Property 
- 2011 
Real, Personal 
and Motor 
Vehicle Property 
- 2012 
Real, Personal 
and Motor 
Vehicle Property 
– 2013 
 Percentage 
Point Change 
from FY 09-13  
BATH Gateway 0.065 0.065 0.065 0.095 CH31 n/a 
EDMONSON Barren River CH31 CH31 CH31 CH31 CH31 n/a 
HART Barren River CH31 CH31 CH31 CH31 CH31 n/a 
JEFFERSON   CH31 CH31 CH31 CH31 CH31 n/a 
METCALFE Barren River CH31 CH31 CH31 CH31 CH31 n/a 
NELSON Lincoln Trail CH31 CH31 CH31 CH31 CH31 n/a 
SIMPSON Barren River CH31 CH31 CH31 CH31 CH31 n/a 
TRIGG Pennyrile CH31 CH31 CH31 CH31 CH31 n/a 
MORGAN Gateway 0.050 0.050 0.050 0.030 0.100 0.050 
BARREN Barren River CH31 CH31 CH31 CH31 0.095 n/a 
BREATHITT   0.080 0.080 0.080 0.080 0.080 0.000 
ESTILL     0.080 0.080 0.080 0.080 0.080 
LETCHER Kentucky River 0.055 0.080 0.080 0.080 0.080 0.025 
MAGOFFIN   0.050 0.050 0.050 0.050 0.080 0.030 
MARSHALL   0.080 0.080 0.080 0.080 0.080 0.000 
MASON Buffalo Trace 0.080 0.080 0.080 0.080 0.080 0.000 
MENIFEE Gateway 0.050 0.050 0.050 0.080 0.080 0.030 
ASHLAND/BOYD   0.040 0.040 0.040 0.040 0.060 0.020 
CLAY Cumberland Valley 0.060 0.060 0.060 0.060 0.060 0.000 
FLOYD   0.040 0.040 0.040 0.040 0.060 0.020 
HARRISON WEDCO 0.060 0.060 0.060 0.060 0.060 0.000 
PIKE   0.040 0.040 0.040 0.040 0.060 0.020 
PENDLETON Three Rivers 0.055 0.055 0.055 0.058 0.058 0.003 
OWEN Three Rivers 0.056 0.056 0.056 0.050 0.056 0.000 
GALLATIN Three Rivers 0.055 0.055 0.055 0.055 0.055 0.000 
CARROLL Three Rivers 0.054 0.054 0.054 0.054 0.054 0.000 
JACKSON Cumberland Valley 0.040 0.050 0.050 0.050 0.050 0.010 
LEE Kentucky River 0.038 0.038 0.038 0.038 0.050 0.012 
MADISON   0.050 0.050 0.050 0.050 0.050 0.000 
MONTGOMERY   0.040 0.040 0.050 0.050 0.050 0.010 
OWSLEY Kentucky River 0.040 0.040 0.040 0.050 0.050 0.010 
FLEMING   0.045 0.045 0.045 0.045 0.045 0.000 
ROWAN Gateway 0.043 0.043 0.043 0.043 0.045 0.003 
RUSSELL Lake Cumberland 0.030 0.030 0.045 0.045 0.045 0.015 
BELL Cumberland Valley 0.039 0.039 0.039 0.039 0.043 0.004 
CASEY Lake Cumberland 0.035 0.035 0.035 0.043 0.043 0.008 
TODD   0.030 0.033 0.033 0.033 0.043 0.013 
CLARK   0.040 0.040 0.040 0.040 0.040 0.000 
FRANKLIN   0.040 0.040 0.040 0.040 0.040 0.000 
FULTON Purchase 0.040 0.040 0.040 0.040 0.040 0.000 
GARRARD   0.040 0.040 0.040 0.040 0.040 0.000 
GREENUP   0.040 0.040 0.040 0.040 0.040 0.000 
HARLAN Cumberland Valley 0.038 0.040 0.040 0.040 0.040 0.002 
HENRY North Central 0.040 0.040 0.040 0.040 0.040 0.000 
JOHNSON   0.040 0.040 0.040 0.040 0.040 0.000 
KNOX   0.040 0.040 0.040 0.040 0.040 0.000 
LAUREL   0.040 0.040 0.040 0.040 0.040 0.000 
LESLIE Kentucky River 0.040 0.040 0.040 0.040 0.040 0.000 
LINCOLN   0.040 0.040 0.040 0.040 0.040 0.000 
  
McCREARY Lake Cumberland 0.040 0.040 0.040 0.040 0.040 0.000 
MERCER   0.040 0.040 0.040 0.040 0.040 0.000 
MONROE   0.040 0.040 0.040 0.040 0.040 0.000 
NICHOLAS WEDCO 0.040 0.040 0.040 0.040 0.040 0.000 
POWELL   0.035 0.035 0.035 0.035 0.040 0.005 
ROBERTSON Buffalo Trace 0.040 0.040 0.040 0.040 0.040 0.000 
ROCKCASTLE Cumberland Valley 0.035 0.040 0.040 0.040 0.040 0.005 
SPENCER North Central 0.040 0.040 0.040 0.040 0.040 0.000 
TAYLOR Lake Cumberland 0.040 0.040 0.040 0.040 0.040 0.000 
TRIMBLE North Central 0.040 0.040 0.040 0.040 0.040 0.000 
WHITLEY   0.040 0.040 0.040 0.040 0.040 0.000 
WOLFE Kentucky River 0.040 0.040 0.040 0.040 0.040 0.000 
ALLEN   0.038 0.038 0.038 0.038 0.038 0.000 
LEWIS   0.038 0.038 0.038 0.038 0.038 0.000 
SHELBY North Central 0.038 0.038 0.038 0.038 0.038 0.000 
CALDWELL Pennyrile 0.023 0.023 0.030 0.035 0.035 0.012 
CLINTON Lake Cumberland 0.025 0.025 0.025 0.025 0.035 0.010 
CUMBERLAND Lake Cumberland 0.030 0.030 0.025 0.025 0.035 0.005 
DAVIESS Green River 0.035 0.035 0.035 0.035 0.035 0.000 
GRAVES Purchase 0.035 0.035 0.035 0.035 0.035 0.000 
GREEN Lake Cumberland 0.035 0.035 0.035 0.035 0.035 0.000 
MARTIN   0.035 0.035 0.035 0.035 0.035 0.000 
McLEAN Green River 0.037 0.035 0.037 0.035 0.035 -0.002 
OHIO Green River 0.035 0.035 0.035 0.035 0.035 0.000 
BRACKEN   0.033 0.033 0.033 0.033 0.033 0.000 
CARLISLE Purchase 0.032 0.032 0.032 0.032 0.032 0.000 
HICKMAN Purchase 0.032 0.032 0.032 0.032 0.032 0.000 
CALLOWAY Purchase 0.028 0.031 0.031 0.031 0.031 0.003 
KNOTT Kentucky River 0.031 0.031 0.031 0.031 0.031 0.000 
PERRY Kentucky River 0.031 0.031 0.031 0.031 0.031 0.000 
ADAIR Lake Cumberland 0.025 0.025 0.025 0.025 0.030 0.005 
ANDERSON   0.030 0.030 0.030 0.030 0.030 0.000 
BALLARD Purchase 0.030 0.030 0.030 0.030 0.030 0.000 
BRECKINRIDGE   0.030 0.030 0.030 0.030 0.030 0.000 
CARTER Little Sandy 0.030 0.030 0.030 0.030 0.030 0.000 
CRITTENDEN Pennyrile 0.020 0.020 0.020 0.030 0.030 0.010 
ELLIOTT Little Sandy 0.030 0.030 0.030 0.030 0.030 0.000 
GRAYSON Lincoln Trail 0.026 0.030 0.030 0.030 0.030 0.004 
LARUE Lincoln Trail 0.025 0.030 0.030 0.030 0.030 0.005 
LAWRENCE   0.030 0.030 0.030 0.030 0.030 0.000 
LIVINGSTON Pennyrile 0.020 0.020 0.020 0.030 0.030 0.010 
MARION Lincoln Trail 0.030 0.030 0.030 0.030 0.030 0.000 
PULASKI Lake Cumberland 0.020 0.020 0.020 0.020 0.030 0.010 
WAYNE Lake Cumberland 0.030 0.030 0.030 0.030 0.030 0.000 
MEADE Lincoln Trail 0.027 0.028 0.028 0.028 0.028 0.001 
FAYETTE   CH31 CH31 CH31 CH31 0.028 n/a 
GRANT Northern Kentucky 0.028 0.028 0.028 0.028 0.028 0.000 
WASHINGTON Lincoln Trail 0.022 0.028 0.028 0.028 0.028 0.006 
HANCOCK Green River 0.028 0.028 0.028 0.028 0.028 0.000 
WEBSTER Green River 0.028 0.028 0.028 0.028 0.028 0.000 
HENDERSON Green River 0.026 0.026 0.026 0.026 0.026 0.000 
HOPKINS   0.026 0.026 0.026 0.026 0.026 0.000 
MUHLENBERG   0.018 0.025 0.025 0.025 0.025 0.007 
UNION Green River 0.030 0.030 0.030 0.025 0.025 -0.005 
BOURBON   0.029 0.037 0.037 0.037 0.024 -0.005 
BOYLE   0.023 0.024 0.024 0.024 0.024 0.001 
BULLITT   0.024 0.024 0.024 0.024 0.024 0.000 
McCRACKEN Purchase 0.024 0.024 0.024 0.024 0.024 0.000 
JESSAMINE   0.019 0.023 0.023 0.023 0.023 0.004 
LYON Pennyrile 0.023 0.023 0.023 0.023 0.023 0.000 
  
BUTLER Barren River 0.023 0.023 0.023 0.023 0.023 0.000 
SCOTT WEDCO 0.029 0.025 0.022 0.022 0.022 -0.007 
CAMPBELL Northern Kentucky 0.023 0.022 0.022 0.021 0.021 -0.002 
HARDIN Lincoln Trail 0.020 0.020 0.020 0.020 0.020 0.000 
KENTON Northern Kentucky 0.020 0.020 0.020 0.020 0.020 0.000 
LOGAN Barren River 0.020 0.020 0.020 0.020 0.020 0.000 
OLDHAM   0.020 0.020 0.020 0.020 0.020 0.000 
WARREN Barren River CH31 CH31 0.020 0.020 0.020 n/a 
WOODFORD   0.020 0.020 0.020 0.020 0.020 0.000 
BOONE Northern Kentucky 0.020 0.019 0.019 0.019 0.019 -0.001 
CHRISTIAN   0.020 0.020 0.018 0.018 0.018 -0.002 
 
The counties that have CH-31 (Cabinet for Health) in place of an amount of reserves 
are counties that are funded either by the city or county instead of creating a public 
health tax rate. An overarching tax and rate is set that supports all county operations 
including the local health department.  Funds that are not spent at year end are kept at 
the local health department. For the counties that set a tax rate, they are set by the local 
board of health in each county. By statute, KRS 212.755, local boards of health are to 
set a tax rate no less than .018 cents for every $100.00 of full assessed valuation, not to 
exceed .10 cents per $100.00 of full assessed valuation. Most boards of health set one 
tax rate that applies to all three types of property (real, personal and motor vehicle 
rates), but they do have the ability to set three individual tax rates.  For the purpose of 
this paper, if a local health department had varying tax rates for each type of property 
for their health department, the highest tax rate was used. The tax rate sets the amount 
of taxes generated in each county.  As Table 6.1 demonstrates, taxes are based on the 
real, personal and motor vehicle value. This is important to note because the property 
value in a county will determine the amount of money generated to the local health 
department taxing district. An example, the Harrison County tax rate is .06 for 2013 and 
the amount of taxes that generated for the county was about $500,000.  The Scott 
County tax rate for 2013 is .022 and that generated about $800,000. This is due to the 
property values in Scott County being substantially higher than those in Harrison 
County.   
 
There is only one county that is at the maximum amount allowed statutorily, 0.10 cents 
per $100 of assessed value. There is much variation in the tax rates across all counties. 
There is thus room to increase the current rates to the statutorily allowed maximum of 
0.1 in order to generate more revenue for a county. Although that is true in principal, 
raising taxes is a difficult political process. During hard economic times, political 
appointees that sit on boards of health have to be mindful of the constituents (i.e., 
citizens) for whom the health department exists.  For example, Wedco raised the public 
health tax in all three counties.  Strategically, this was planned in advance to avoid 
raising taxes in a voting year. Each board of health contains individuals who hold public 
office. A decision by a local board to raise taxes creates potential problems for board 
members whose regular job involves election. Raising taxes is particularly more difficult 
in district health departments that cover more than one county because questions begin 
to emerge from board members about how much of their taxes are covering services, 
employees, etc. in other counties. From 2009 – 2013, 36 of the 112 counties (32%) 
increased the tax rate, 7 (6%) decreased and 69 (62%) have stayed the same. This 
makes the point that it is difficult to raise taxes. The other caveat is that raising taxes in 
  
some of the poorest counties in Kentucky, even if raised to the maximum, wouldn’t give 
the health department the financial stability needed to continue offering the mandated 
and needed non-mandated services in that county or district. An example would be 
Nicholas County, Kentucky. Nicholas County in 2013 had a tax rate of .04 and this 
generated $106,000. If Nicholas County were to raise the tax rate to .10, the maximum 
allowable amount, that would only increase the revenue generated by taxes to a total of 
$265,000. Although, it seems that raising the local tax rate could be a problem solver, it 
will never generate the kind of tax revenue needed in the poorest parts of Kentucky to 
close the gap between the decrease in funding from the Federal and state levels, 
increased fringe benefit costs, and needed mandated and non-mandated services to 
help communities.     
 
Table 6.2: Local Health Department Contribution Rates from FY 2009 – 2013 
County Health Department 
Percentage of 
Contribution 
 FY 09 
Percentage of 
Contribution 
 FY 10 
Percentage of 
Contribution 
 FY 11 
Percentage of 
Contribution 
 FY 12 
Percentage of 
Contribution 
FY 13 Percentage Point 
change from 09-13 
MARSHALL   0.0460 0.0587 0.0877 0.2257 0.0929 0.0469 
ESTILL   0.0870 0.0693 0.0658 0.0889 0.0878 0.0008 
BREATHITT   0.0793 0.0196 0.0657 0.0687 0.0786 -0.0007 
BELL Cumberland Valley 0.0370 0.0370 0.0370 0.0370 0.0679 0.0309 
BARREN Barren River 0.0180 0.0180 0.0180 0.0205 0.0650 0.0470 
MENIFEE Gateway 0.0300 0.0300 0.0650 0.0650 0.0650 0.0350 
BRACKEN   0.0296 0.0333 0.0345 0.0420 0.0551 0.0255 
MORGAN Gateway 0.0300 0.0367 0.0550 0.0571 0.0550 0.0250 
OWEN Three Rivers 0.0540 0.0539 0.0540 0.0591 0.0540 0.0000 
PIKE   0.0404 0.0463 0.0492 0.0702 0.0540 0.0135 
PENDLETON Three Rivers 0.0540 0.0540 0.0540 0.0540 0.0538 -0.0001 
JOHNSON   0.0275 0.0180 0.0250 0.0340 0.0531 0.0256 
GALLATIN Three Rivers 0.0527 0.0525 0.0538 0.0519 0.0520 -0.0007 
MADISON   0.0461 0.0439 0.0288 0.0491 0.0518 0.0057 
CARROLL Three Rivers 0.0477 0.0497 0.0520 0.0522 0.0488 0.0011 
GREENUP   0.0401 0.0363 0.0384 0.0448 0.0487 0.0086 
ASHLAND/BOYD   0.0421 0.0387 0.0494 0.0562 0.0469 0.0048 
LINCOLN   0.0194 0.0282 0.0301 0.0393 0.0438 0.0243 
CARTER Little Sandy 0.0295 0.0230 0.0464 0.0722 0.0430 0.0135 
ELLIOTT Little Sandy 0.0236 0.0180 0.0191 0.0318 0.0430 0.0195 
FLEMING   0.0180 0.0180 0.0180 0.0320 0.0426 0.0246 
CHRISTIAN   0.0200 0.0200 0.0213 0.0301 0.0411 0.0211 
ALLEN   0.0268 0.0322 0.0311 0.0360 0.0398 0.0130 
FRANKLIN   0.0364 0.0345 0.0371 0.0377 0.0388 0.0024 
HANCOCK Green River 0.0127 0.0266 0.0392 0.0155 0.0374 0.0247 
HOPKINS   0.0297 0.0289 0.0363 0.0294 0.0371 0.0074 
ROCKCASTLE Cumberland Valley 0.0370 0.0370 0.0370 0.0370 0.0370 0.0000 
CLAY Cumberland Valley 0.0370 0.0370 0.0370 0.0370 0.0370 0.0000 
JACKSON Cumberland Valley 0.0370 0.0417 0.0370 0.0370 0.0370 0.0000 
HARLAN Cumberland Valley 0.3700 0.0370 0.0370 0.0370 0.0370 -0.3330 
GARRARD   0.0407 0.0369 0.0427 0.0418 0.0370 -0.0037 
MONTGOMERY   0.0350 0.0350 0.0360 0.0359 0.0369 0.0019 
MONROE   0.0276 0.0273 0.0373 0.0370 0.0364 0.0089 
LAWRENCE   0.0272 0.0227 0.0192 0.0283 0.0345 0.0074 
BRECKINRIDGE   0.0267 0.0216 0.0239 0.0311 0.0342 0.0075 
MERCER   0.0308 0.0182 0.0351 0.0376 0.0340 0.0032 
LEWIS   0.0532 0.0208 0.0339 0.0340 0.0331 -0.0201 
POWELL   0.0286 0.0354 0.0475 0.0473 0.0327 0.0041 
LESLIE Kentucky River 0.0305 0.0316 0.0280 0.0394 0.0327 0.0022 
ROBERTSON Buffalo Trace 0.0335 0.0297 0.0336 0.0335 0.0326 -0.0009 
MASON Buffalo Trace 0.0329 0.0238 0.0309 0.0345 0.0323 -0.0006 
MARTIN   0.0206 0.0366 0.0310 0.0302 0.0322 0.0117 
WHITLEY   0.0180 0.0180 0.0180 0.0180 0.0320 0.0140 
LETCHER Kentucky River 0.0508 0.0416 0.0280 0.0388 0.0319 -0.0189 
OWSLEY Kentucky River 0.0497 0.0344 0.0280 0.0388 0.0315 -0.0181 
PERRY Kentucky River 0.0303 0.0346 0.0280 0.0388 0.0313 0.0010 
WOLFE Kentucky River 0.0332 0.0296 0.0280 0.0388 0.0313 -0.0019 
LEE Kentucky River 0.0312 0.0517 0.0280 0.0388 0.0313 0.0000 
KNOTT Kentucky River 0.0292 0.0453 0.0280 0.0394 0.0312 0.0020 
BOURBON   0.0248 0.0236 0.0269 0.0288 0.0303 0.0055 
ROWAN Gateway 0.0293 0.0293 0.0293 0.0293 0.0291 -0.0002 
CLARK   0.0255 0.0224 0.0296 0.0295 0.0285 0.0030 
JEFFERSON   0.0179 0.0157 0.0325 0.0310 0.0282 0.0103 
  
HENRY North Central 0.0280 0.0280 0.0280 0.0280 0.0280 0.0000 
CUMBERLAND Lake Cumberland 0.0180 0.0180 0.0180 0.0280 0.0280 0.0100 
CLINTON Lake Cumberland 0.0180 0.0180 0.0180 0.0280 0.0280 0.0100 
GREEN Lake Cumberland 0.0180 0.0180 0.0180 0.0280 0.0280 0.0100 
RUSSELL Lake Cumberland 0.0180 0.0180 0.0180 0.0280 0.0280 0.0100 
SPENCER North Central 0.0280 0.0288 0.0280 0.0280 0.0280 0.0000 
WAYNE Lake Cumberland 0.0180 0.0180 0.0180 0.0280 0.0280 0.0100 
SHELBY North Central 0.0280 0.0280 0.0280 0.0280 0.0280 0.0000 
TAYLOR Lake Cumberland 0.0180 0.0180 0.0180 0.0280 0.0280 0.0100 
PULASKI Lake Cumberland 0.0180 0.0180 0.0180 0.0280 0.0280 0.0100 
ADAIR Lake Cumberland 0.0180 0.0180 0.0180 0.0280 0.0280 0.0100 
CASEY Lake Cumberland 0.0180 0.0180 0.0180 0.0280 0.0280 0.0100 
McCREARY Lake Cumberland 0.0180 0.0180 0.0180 0.0280 0.0280 0.0100 
TRIMBLE North Central 0.0280 0.0280 0.0281 0.0280 0.0280 0.0000 
FAYETTE   0.0277 0.0272 0.0202 0.0228 0.0276 -0.0001 
LAUREL   0.0210 0.0180 0.0268 0.0264 0.0272 0.0062 
GRANT Northern Kentucky 0.0268 0.0269 0.0269 0.0268 0.0267 -0.0001 
CALDWELL Pennyrile 0.0201 0.0200 0.0249 0.0248 0.0248 0.0047 
JESSAMINE   0.0180 0.0180 0.0180 0.0196 0.0244 0.0064 
LYON Pennyrile 0.0180 0.0195 0.0245 0.0244 0.0244 0.0064 
FULTON Purchase 0.0262 0.0246 0.0294 0.0352 0.0243 -0.0019 
BOYLE   0.0251 0.0241 0.0249 0.0241 0.0241 -0.0010 
WEBSTER Green River 0.0240 0.0221 0.0239 0.0243 0.0241 0.0001 
OHIO Green River 0.0240 0.0243 0.0240 0.0259 0.0241 0.0001 
UNION Green River 0.0220 0.0238 0.0238 0.0260 0.0240 0.0020 
DAVIESS Green River 0.0247 0.0239 0.0244 0.0247 0.0240 -0.0007 
McLEAN Green River 0.0244 0.0238 0.0238 0.0250 0.0240 -0.0005 
HENDERSON Green River 0.0249 0.0258 0.0249 0.0267 0.0239 -0.0010 
GRAVES Purchase 0.0217 0.0206 0.0249 0.0239 0.0238 0.0021 
CARLISLE Purchase 0.0235 0.0223 0.0605 0.0261 0.0234 -0.0002 
LIVINGSTON Pennyrile 0.0215 0.0196 0.0230 0.0230 0.0230 0.0015 
CRITTENDEN Pennyrile 0.0180 0.0180 0.0217 0.0230 0.0230 0.0050 
TRIGG Pennyrile 0.0180 0.0180 0.0167 0.0259 0.0230 0.0050 
ANDERSON   0.0235 0.0180 0.0208 0.0318 0.0218 -0.0017 
CAMPBELL Northern Kentucky 0.0224 0.0216 0.0216 0.0215 0.0215 -0.0009 
FLOYD   0.0181 0.0180 0.0199 0.0184 0.0212 0.0031 
METCALFE Barren River 0.0180 0.0180 0.0180 0.0205 0.0205 0.0025 
BATH Gateway 0.0300 0.0300 0.0650 0.0650 0.0204 -0.0096 
SIMPSON Barren River 0.0180 0.0180 0.0180 0.0205 0.0204 0.0024 
HICKMAN Purchase 0.0263 0.0194 0.0246 0.0239 0.0204 -0.0059 
CALLOWAY Purchase 0.0387 0.0188 0.0196 0.0180 0.0200 -0.0187 
NICHOLAS WEDCO 0.0200 0.0200 0.0200 0.0200 0.0200 0.0000 
MEADE Lincoln Trail 0.0180 0.0188 0.1796 0.0180 0.0200 0.0020 
HARDIN Lincoln Trail 0.0180 0.0184 0.0180 0.0180 0.0200 0.0020 
NELSON Lincoln Trail 0.0180 0.0180 0.0180 0.0180 0.0200 0.0020 
MARION Lincoln Trail 0.0180 0.0183 0.0180 0.0180 0.0200 0.0020 
WASHINGTON Lincoln Trail 0.0180 0.0190 0.0180 0.0180 0.0200 0.0020 
GRAYSON Lincoln Trail 0.0180 0.0228 0.0180 0.0180 0.0200 0.0020 
LARUE Lincoln Trail 0.0180 0.0185 0.0180 0.0180 0.0200 0.0020 
HARRISON WEDCO 0.0200 0.0200 0.0200 0.0200 0.0200 0.0000 
SCOTT WEDCO 0.0200 0.0200 0.0195 0.0198 0.0198 -0.0002 
HART Barren River 0.0180 0.0180 0.0180 0.0197 0.0196 0.0016 
WARREN Barren River 0.0180 0.0173 0.0187 0.0197 0.0196 0.0016 
BUTLER Barren River 0.0180 0.0180 0.0180 0.0197 0.0196 0.0016 
EDMONSON Barren River 0.0180 0.0180 0.0180 0.0197 0.0196 0.0016 
LOGAN Barren River 0.0180 0.0180 0.0180 0.0197 0.0196 0.0016 
MAGOFFIN   0.0421 0.0469 0.0623 0.0751 0.0195 -0.0226 
BALLARD Purchase 0.0182 0.0407 0.0191 0.0203 0.0188 0.0005 
TODD   0.0343 0.0246 0.0318 0.0182 0.0181 -0.0162 
KENTON Northern Kentucky 0.0180 0.0180 0.0180 0.0180 0.0180 0.0000 
BOONE Northern Kentucky 0.0232 0.0214 0.0208 0.0180 0.0180 -0.0052 
OLDHAM   0.0189 0.0180 0.0180 0.0180 0.0180 -0.0009 
WOODFORD   0.0180 0.0180 0.0180 0.0180 0.0180 0.0000 
KNOX   0.0180 0.0180 0.0180 0.0514 0.0180 0.0000 
MUHLENBERG   0.0180 0.0180 0.0223 0.0218 0.0180 0.0000 
McCRACKEN Purchase 0.0181 0.0183 0.0183 0.0191 0.0173 -0.0008 
BULLITT   0.0251 0.0214 0.0217 0.0185 0.0093 -0.0158 
 
Each single county health department or district health department has two separate 
accounts when it comes to taxing money; a taxing district account and an operational 
account.  As the data in table 6.1 show, the local board of health in each of the counties 
are responsible for setting a tax rate. The money kept in this account is the taxing 
district account. From that account, there is a contribution tax rate that is set by the 
governing board (the same board for single county health departments but different for 
  
districts) where money from the taxing district is moved into the operational account.  
The contribution rate is almost always lower than the county tax rate due to the need to 
maintain funds in the local taxing district to pay for building maintenance, etc. The 
contribution rate is what determines the amount of money that goes into the operational 
account and pays for personnel, information technology, supplies, etc. For example, the 
WEDCO District Health Department has three local boards of health (one for each 
county, Scott, Harrison and Nicholas Counties), and a governing board of health 
comprised of members of each of the local boards that make up the governing board.  
The governing board sets the rate (contribution rate) that each county must pay to the 
operational account.  Statutorily, the maximum tax rate that can be set is .10 cents per 
$100.00 of assessed value. The contribution rate that is paid to Wedco from the three 
county taxing districts is the funds used to pay for all operational costs as well as 
maintain the administrative office.  The money kept in the local taxing district account is 
used to maintain the local health department buildings that are individually owned by the 
local taxing district.  
 
Although there is one county that has a local tax rate (Table 6.1) that is at the maximum 
.10 (Morgan County, part of Gateway District), there is not another health department 
that has the contribution rate set at the maximum amount. There are a couple of health 
departments that have a contribution rate close to the amount (for example, see 
Marshall and Estill Counties in Table 6.2). Again, there is no correlation between the the 
tax rate and larger tax base. Each county is dependent upon their own property values 
to generate the amount based on the tax rate that is set, and from that, the contribution 
rate is set. There is great variation in the tax rates across the state as well as great 
variation in what those tax rates generate for the local health departments. There is 
much variation in the tax rates across counties and there is room to increase the current 
tax rate and then the contribution rate to the statutorily allowed maximum of 0.1 to 
generate more revenue for the operational account. Although that is true, raising taxes 
is a difficult political process. During hard economic times, political appointees that sit 
on boards of health have to be mindful of the constituents who vote to keep them in 
office. Raising taxes is more difficult in district health departments that cover more than 
one county because questions begin to arise from board members about how much of 
their taxes are covering other county services, employees, etc. The other caveat to this, 
raising taxes for some of the most desolate parts of Kentucky, even if raised to the 
maximum wouldn’t give the health department the financial stability needed to continue 
offering the mandated and needed non-mandated services in that county or district. 
 
From 2009 – 2013, 73 of the 120 (61%) increased their contribution rate, 32 (27%) 
decreased, and 15 (13%) stayed the same.  This is particularly interesting because it is 
nearly the opposite of the tax rate (table 6.1).  The explanation for this is because the 
contribution rate isn’t a set tax rate that comes out of the tax payer’s pockets so politics 
plays less of a role.  The contribution rate is pulled from the taxing district which is the 
tax rate that has already been set for each county.  Therefore, once the local board of 
health sets the tax rate, the tax payers are not impacted any more depending on an 
increase or decrease in the contribution rate.  The only people that truly recognize 
whether a change in the contribution rate happened is the board of health members 
  
who are directly involved in the budget process for local and district boards of health.  
The tax rate is the most important rate set because it ultimately drives the flexibility of 
the health department and contribution rate. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
CHAPTER 7 
Conclusions and Implications 
 
This study is primarily a descriptive case study of public health finance in one state, 
Kentucky. It is the first study in a program of study focusing on the source and content-
focus of funding for the delivery of public health among local health departments. The 
data for the study are longitudinal covering the period from 2009 through 2013. Special 
attention is paid to funding in selected substantive areas (i.e., clinic, health education 
and promotion, environmental, preparedness) and on the specific cost centers in those 
areas. The first part of this study examines reductions in funding for public health at the 
Federal level primarily as a result of sequestration, the effects of that at the state level, 
then on reductions in state-level funding for public health with specific attention on the 
Kentucky Department for Public Health (KDPH). The core focus of this study is on: 1) 
changes in funding from the state to the 57-61 local health departments (single county 
and multi-county district department) 2009-13, 2) changes in restricted and un-restricted 
fund reserves among local health departments, and 3) an examination of the local 
taxing districts and greater reliance on use of local tax dollars to fund mandated and 
non-mandated services at the local level. This study is one of the first to explicitly 
examine public health finance at the local level using longitudinal data at the level of 
local health departments. From an academic and intellectual history perspective, this 
study fits within the PHSSR (public health systems and services research) field of study, 
and more specifically, within the emergent substantive field of research on public health 
finance.      
 
This study utilized the conceptual/empirical framework of the County Health Rankings 
as an organizing mechanism. The County Health Rankings framework begins with “the 
end in mind.” The outcomes are population-health oriented in content and scope: 1) 
reductions in premature death and 2) improvements in quality of life measures such as 
the percentage of the population reporting excellent or good as opposed to fair or poor 
physical and mental health days. The framework assumes that each of these categories 
of outcomes are of equal value (50%). Using causal-modeling imagery, reductions in 
premature death and improvements in quality of life will only occur if more upstream 
“mediating” variables (behavioral [smoking, physical inactivity, drinking patterns]) and 
clinical [access to care and quality of care]) are the target of interventions. The 
behavioral variables are assigned a value of 30% and the clinical variables 20%. Those 
“causes” (or predictors or correlates) must be malleable, changeable and amenable to 
the influence of evidence-based interventions. There are two additional sets of variables 
treated by the County Health Rankings framework as mediating variables (Social 
Economic variables assigned a value of 40% and Environmental variables assigned a 
value of 10%). In this study, it is assumed that these two sets of factors more likely 
function as “moderating” variables specifying the “conditions” under which the mediating 
variables have a largely “direct” effect on the outcome variables. Following the 
completion of this descriptive phase of the study, a more causal-oriented analysis will 
be implemented. Therefore, this study is designed to be descriptive in nature and more 
hypothesis generating rather than hypothesis testing or confirming. 
    
  
Conclusions: Funding Streams for Public Health in Kentucky   
 
Federal to State for Public Health 
 
There has been a reduction 2009-13 in Federal funding to the Commonwealth of 
Kentucky for public health. The overall percentage reduction is -11.1% ($42,909,657). 
There are four funding streams, each with reductions: 1) Federal (-2.7%), 2) General (-
13.7%), 3) Restricted (-18.8%), and 4) Tobacco Master Settlement Funds (-41.9%). The 
most important finding is that the overall percentage of what Kentucky spends on public 
health from the Federal government has increased from 51% in 2009 to 56% in 2013.  
 
The most appropriate imagery may be that, with regard to public health, Kentucky is 
dependent on the Federal government from a “welfare” or a “wealth fare” perspective. 
 
The principal causes of these reductions are hypothesized to be: 1) the Federal funding 
mechanism known as sequestration that requires across-the-board funding cuts, 2) the 
prevailing ideologically-based argument that efforts should be made to make the 
footprint of government smaller, and 3) the prevailing ideological mantra that any 
change in taxes should be lower rather than higher. No increase in Federal, non-
defense budgets in essence is a reduction in the available funds for programming 
because no adjustments are made for inflation.    
 
Source of Funding for Public Health from State to Local Health Departments 
 
The source of funding for public health flowing to local health departments either from 
the Federal level, as a pass through, or through state-level funds is also organized into 
four streams: 1) Federal (+14.0 %, $7,058,639), 2) General (-16.8%, $4,922,180), 3) 
Restricted (-33.2%, $23,245,303), 4) Tobacco Master Tobacco Settlement funds (-
26.9%, 2,005,383). The overall reduction is this stream is -14.7% or $23,114,227). It is 
important to note that the percentage of dollars that are “Federal” in origin that are 
earmarked for local health departments from the “state” has increased from 2009 to 
2013. Federal dollars are therefore being used to offset state funding for public health.   
 
State-level government spending in Kentucky is limited to the amount of revenue 
available. The recent recession has produced limited degrees of freedom in Kentucky 
for funding new programs or for continuing funding of existing programs in public health 
as well as a number of other substantive areas. This, plus required, but un-anticipated  
increases in mandated fringe benefits for local public health personnel has further 
restricted and constrained efforts by local health departments to deliver services it is 
“mandated” to provide and non-mandated services the citizens have come to expect will 
be available to them. 
 
While sequestration is not available as a funding mechanism at the state-level, the 
prevailing mantra of smaller state government and no increases in taxes has shifted 
responsibility for increasing revenue, if any is to be increased to account for declines in 
federal and state revenue, with tax increases to the local level.  
  
 
If sequestration remains in place at the Federal level, there will be continuing reductions 
in funds available to deliver even mandated public health services at the local level, 
resulting in significant and severe programmatic cuts to services and increases in local 
taxes to cover the delivery of public health.  
 
What is the tipping point in funding at which public health as we know it in the second 
decade of the 21st century will be so diminished that only a major crisis will reverse the 
trend?      
 
Public Health Priorities: Leading and Actual Causes of Death 
 
In a now classic article, McGinnis and Foege (1993) identified the “leading” and the 
“actual” causes of death in the U.S. in 19908. The “leading” causes of death are the 
physical/medical causes (i.e., cardiovascular diseases, malignant neoplasms/cancers, 
cerebrovascular diseases such as strokes, COPD and diabetes) (see Table 7.1 from 
McGinnis and Foege). The leading causes of death are the labels that are found on 
death certificates. The leading causes of death are reflected in the County Health 
Rankings framework as a dependent variable, an outcome (i.e., premature death). The 
“actual” causes of death according to McGinnis and Foege (1993) are the social and 
behavioral “mediating variables in the County Health Rankings framework (i.e., tobacco 
use, poor diet and physical in-activity, alcohol consumption)8. These are patterns/factors 
that are malleable and thus amenable to change. Public health policies, initiatives and 
programmatic efforts can have a “direct” effect on the actual causes of death, and an 
indirect effect on the leading causes of death via changes in the mediating variables.  
 
Because the medical and “health care” sectors of society have received the most 
attention, the leading causes of death have captured the lion’s share of the attention of 
the mass media and public policy makers. Consequently, the leading causes of death 
and the treatment of them (i.e., tertiary prevention) have received the overwhelming 
amount of financial resources. However, to provide the broadest possible historical 
context, Farley and Cohen note: “…of the thirty years of increased life expectancy 
achieved between the 1890s and the 1990s, only five years (or 16 percent) could be 
attributed to technology and improvements in medical care.”13 This means that perhaps 
as much as 80+ percent of the 30 years of added life expectancy in the 20th century 
were added because of public health initiatives. There is an important principle here: a 
small percentage increase in a large population generates more saved lives that a large 
percentage increase in a small population. Stated differently, public health writ large and 
public health as practiced by local health departments will have the largest impact on 
length of life (i.e., reductions in premature death) and quality of life if the biggest 
problems are addressed with robust behavioral and socio ecologic interventions. 
 
In 2004, Mokdad et al. published a replication of the McGinnis and Foege analysis using 
data from 20009. The data in Table 7.2 actual causes of death 1990 and 2000. Please 
note that the original estimate for the number of deaths in 2000 caused by physical 
inactivity and poor diet (largely obesity) is not 400,000. Rather, based on a more 
  
sophisticated analysis by Flegal et al. the more credible number is 112,000 deaths, not 
400,000. 
    
Table 7.1. Leading Causes of Death in the U.S. in 2000 
Cause of death No. of deaths Death rate per 100,000 
population 
Heart disease 710760 258.2 
Malignant neoplasm 553091 200.9 
Cerebrovascular disease 167661 60.9 
Chronic lower respiratory tract 
disease 
122009 44.3 
Unintentional injury 97900 35.6 
Diabetes mellitus 69301 25.2 
Influenza and pneumonia 65313 23.7 
Alzheimer disease 49558 18 
Nephritis, nephritic syndrome 
and nephrosis 
37251 13.5 
Septicemia 31224 11.3 
Other 499283 181.4 
Total 2403351 873.1 
*Data are from Minino et. Al. 
 
 
Table 7.2. Actual Causes of Death in the U.S. in 1990 and 2000 
Actual Cause No. (%) in 1990 No. (%) in 2000 
Tobacco 400000 (19) 435000 (18.1) 
Poor diet and physical inactivity 300000 (14) *400000 (16.6) (112,000)* 
Alcohol consumption 100000 (5) 85000 (3.5) 
Microbial agents 90000 (4) 75000 (3.1) 
Toxic agents 60000 (3) 55000 (2.3) 
Motor vehicle 25000 (1) 43000 (1.8) 
Firearms 35000 (2) 29000 (1.2) 
Sexual behavior 30000 (1) 20000 (.8) 
Illicit drug use 20000 (<1) 17000 (.7) 
Total 1060000 (50) 1159000 (48.2) 
*Data are from McGinnis and Foege (1993) and Mokdad et al. (2004) with the adjusted 
number on poor diet and physical inactivity by Flegal et al.  
 
There is a largely consensual “division of labor” between the medical community and 
the public health community. The medical community focuses primarily on treating (i.e., 
tertiary prevention) the symptoms of disease through individual medical interventions. 
The focus of the treatment is clinical and targets the individual. The public health 
community focuses primarily on preventing the incidence and prevalence of diseases 
and problem behaviors (i.e., primary and secondary prevention) at the population level, 
and by concentrating attention and efforts on so-called priority and underserved 
populations with the goal of reducing health disparities. This is not to say there is not 
  
overlap between the services provided by the medical and public health communities. 
This is seen most clearly in the emphasis on immunization and cancer screening 
conducted by local health departments. However, the dominant attention of the medical 
community is on the right end of the continuum (treating to influence the leading causes 
of death) while the dominant attention of the public health community is on shifting the 
detection and intervention curve to the left.  
 
A large proportion of the leading causes of death could be prevented by shifting 
policies, initiatives and programmatic efforts to the left. Smoking, poor diet and physical 
inactivity (specifically obesity) are causally related to each of the most prevalent leading 
causes of premature death and morbidity (i.e., cardiovascular diseases, cancers, 
strokes, COPD, diabetes).  
 
A good example of the lack of synchrony between the leading/actual causes of death 
and public health priorities can be found in the budget for the KDPH. In the entire KDPH 
budget there is no mention of lung cancer, 85-90% of which is caused by smoking. 
Kentucky ranks first among states in lung cancer mortality and second among states in 
smoking among adults according to the Kentucky Cancer Registry. Not only is there not 
a specific and robust KDPH initiative on lung cancer and smoking, the KDPH redirects 
dollars from the master tobacco settlement fund to funding for spina bifida without 
anencephaly and anencephaly. In 2012, of which there were 1,460 cases and 859 
cases respectively nationwide. These are particularly tragic cases, but the number of 
these cases in Kentucky is extremely small. Why would KDPH divert funds from 
tobacco control in order to promote folic acid as an intervention to reduce the number of 
these cases? This question is all the more relevant given the fact that smoking is known 
to be causally related to these outcomes and is high in Kentucky among women, even 
pregnant women.  
 
KDPH does have a focus on breast cancer, primarily among women. This is interesting 
because lung cancer passed breast cancer as the leading cause of cancer death 
among women in 1987, 28 years ago. In addition, the budget of KDPH does include a 
focus on cervical and ovarian cancer. However, in the period 2008-2012 there were only 
996 cases of cervical cancer and only 1,417 ovarian cancer “cases.” This does not 
mean these types of cancers are not important, just that in order to have a large impact 
on premature deaths, the focus on cervical and ovarian cancer will not produce a large 
impact. 
 
The “leading” causes of death in the U.S. and in Kentucky are cardiovascular disease, 
cancer (particularly lung cancer), COPD, stroke and diabetes, yet there is very little 
direct attention paid to these leading causes of premature death in the KDPH budget 
and funding streams. In fact, although it is admittedly difficult to get diabetics to follow 
recommended medical protocols, in 2013 only 1,348 people in Kentucky received 
individual or group diabetes educational services from local health departments.  
 
The KDPH claims to be and actively promotes the need for local health departments to 
provide evidence-based services, yet still spends money on abstinence education. The 
  
evidence on abstinence education is crystal clear; those programs have absolutely no 
measurable effect.  
 
Further, the KDPH has recently emphasized a focus on primary care. While local health 
departments in Kentucky have “clinics,” primary care is not population health. The 
advocacy behind persuading local health departments to open primary care centers is 
based on the assumption that “local health departments can make money” from this 
kind of initiative. It could be argued persuasively that public health shouldn’t be focused 
on “making money.” Besides, primary care is not public health/population health.  
 
The KDPH has recently organized a meeting with participation from representatives 
from hospitals and local health departments. The focus of the meeting was on so-called 
super-utilizers (i.e., individuals with multiple morbid conditions generally utilizing 
emergency departments and ER physicians). Research by Jeffrey Brenner, a primary 
care doctor in Camden, New Jersey, has presented compelling evidence that a small 
number of patients account for a huge amount of the “health care” costs in 
communities14.   The ultimate goal of the meeting was for public health directors and 
staff to team up with local hospitals and help hospitals find a way to reduce emergency 
room visits and admissions and readmissions, and thus costs. Super-utilizers are clearly 
a critical population sub-group, but this type of initiative is less about public health and 
more about primary care of “individual” patients.   
  
To the extent that KDPH emphasizes clinical services targeted at individual patients and 
the leading causes of death rather than the actual causes of death (i.e., the malleable 
social and behavioral mediating variables), measurable impacts on population health 
outcomes will be diminished/minimal.   
 
There are at least two important, foundational and pragmatic principles in public health 
finance.  
 
 The first is that money drives policy.  
 The second is, to understand public health priorities, follow the money.  
 
As noted earlier, the KDPH is responsible for improving public health at the population 
level. The standard protocol in public health is to utilize evidence-based practices 
emergent from research studies demonstrating the “efficacy” of policies, initiatives and 
programs. The standard protocol would couple this with practice-based evidence 
emergent from “effectiveness” studies of policies, initiatives and programs2.  
 
KDPH has seven core functions:  
 
1. Enforcement of public health regulations 
2. Surveillance 
3. Communicable disease control 
4. Education 
5. Policy development 
  
6. Reduction of risk to families and children 
7. Disaster preparedness.  
 
These core functions are reflected in the 2014 budget for the KDPH in seven broad 
areas of responsibility.  
 
General Health Support    $    47,739,800 (13%) 
Women’s Health     $    12,625,700 (  3%) 
Prevention and Quality Improvement  $    13,115,000 (  4%) 
Epidemiology & Health Planning   $    56,560,800 (15%) 
Maternal and Child Health    $  231,214,500 (63%) 
Laboratory Services     $      7,323,100 (  2%) 
Totals                                                                  $ 368,578,900  
 
Questions about Priorities 
 
There are two painfully obvious questions that need to be raised concerning public 
health priorities in Kentucky as reflected in the 2014 KDPH budget. First Question: 
Why is there greater emphasis in the budget on infectious diseases and preparedness 
(epidemiology and health planning, 15% of the budget) than chronic diseases 
(prevention and quality improvement, 4% of the budget)? Second Question: Why is 
almost two-thirds of the budget focused on maternal and child health? These population 
groups do not account for a significant percentage of premature death and poor quality 
of life. 
 
Simply put, where is population health in the KDPH budget? 
 
Another question is: why should the responsibility for providing public health services at 
the local level be increasingly paid for by increases in local taxes? 
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APPENDIX 1 
PROGRAM 
TITLE 
COST 
CENTE
R 
EXPLANATION OF PROGRAM 
      
Food 500 Used to charge all allowable direct expenditures made for the programs 
defined by the Division of Public Health Protection and Safety that are 
included in this Cost Center. (Limited Food Concessions, Temporary 
Food Service Establishments, Food Service Establishments, Vending 
Machine Companies, Retail Food Establishments, Bed & Breakfast, 
Food-borne Diseases, Retail Food Stores, Produce and Farmers Market, 
Food Handlers, Food Managers, Food Processing or Storage 
Establishments, Frozen Food Lockers, Raw Agriculture Sump., Drugs 
Quarantine) 
      
Public 
Facilities 
520 Used to charge all allowable direct expenditures made for the programs 
defined by the Division of Public Health Protection and Safety that are 
included in this Cost Center. (Hotels or Motels, Boarding Homes, Mobile 
Home/Recreational Vehicle Parks, Public Buildings/Recreation 
Facilities, Tattoo Studios, Schools, Septic Tank Cleaning Vehicles, Septic 
Tank Disposal Sites, Ear Piercing, Body Piercing, Confinement 
Facilities, Youth Camps, Lead, Swimming Pools General, Private 
Swimming Pools, Swimming Areas, Beaches) 
      
General 
Sanitation 
540 Used to charge all allowable direct expenditures made for the programs 
defined by the Division of Public Health Protection and Safety that are 
included in this Cost Center. (Private Water, Nuisance Control, Grass 
and Weeds, Housing, Vectors, Mosquito Control, Birds, Insects, Rodent 
Control, Rabies) 
      
On-Site 
Sewage 
560 Used to charge all allowable direct expenditures made for the programs 
defined by the Division of Public Health Protection and Safety that are 
included in this Cost Center.  (Electrical Permits, Onsite Sewage 
Disposal, Wetland Testing, Private Sewage) 
      
Radiation and 
Product Safety 
580 Used to charge all allowable direct expenditures made for the programs 
defined by the Division of Public Health Protection and Safety that are 
included in this Cost Center. (Consumer Product Safety, Toxic 
Substances, Radiation Control, Radon, Tanning Bed/Booth Facility) 
      
Special Project 
(Environmenta
l) 
590 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Radon 591 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
  
Special Project 
(Environmenta
l) 
592 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 
(Environmenta
l) 
593 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 
(Environmenta
l) 
594 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 
(Environmenta
l) 
595 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 
(Environmenta
l) 
598 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 
(Environmenta
l) 
599 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
All Preventive 
- Pres / Prob 
Visits 
700 All allowable expenditures (provider related only and only to the extent 
included in the Medicare resource based relative value determination) 
made to provide the following are directly charged to this Cost Center: 
Patient Evaluation and Management Services, Surgery and Medicine 
procedures as defined by the American Medical Association Physicians 
Current Procedural Terminology (CPT) edition.  Also includes authorized 
Health Care Financing Administration Common Procedure Coding 
System (HCPCS) Level II procedures and authorized HCPCS Level III 
procedures.  Health Department Procedural Terminology (HDPT) 
services and procedures are also included.         Providers are physicians, 
mid-level practitioners, nurses, nutritionists, social workers acting as 
health educators, and therapists. Other staff are included as providers for 
time spent rendering services that are reportable in the PSRS. Examples 
of reportable services by support staff include safety seat loans or food 
instrument issuance.       Expenditures that are charged to minor objects 
302 – 315 and 205 are excluded and should be charged directly to the 
applicable 800 – 817 Cost Center.  Expenditures for clinical training 
benefitting a single Cost Center are excluded and should be charged 
directly to the applicable 800 – 817 Cost Center.  AIDS/HIV only 
anonymous services are excluded and should be charged directly to 842.  
No revenue should be coded to this cost center. 
      
Dental 
Services 
712 All direct expenditures made to provide dental visits either in-house or 
contracted. 
      
  
Pharmacy 
Drugs 
715 All direct expenditures made to operate a licensed pharmacy in the health 
department. 
      
Lab / Testing / 
Radiology 
718 All expenditures made to process Radiology/Pathology/Laboratory tests 
in a health department. This includes expenditures for both the technical 
and professional components of Radiology/Pathology/Laboratory tests 
provided by outside laboratories and professionals.  Expenditures for 
independent contractors in minor object codes 302 –315 and for 
environmental laboratory tests are excluded.  Expenditures for 
Rad/Path/Lab training that benefits a single Cost Center are excluded and 
should be charged directly to the applicable 800 – 817 Cost Center. No 
revenue should be coded to this cost center. 
      
Asthma 
Education 
722 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Osteoporosis 
Prevention & 
Education 
723 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
QI Project 724 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 725 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 726 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 727 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 728 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 729 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Breast Cancer 
Research & 
Education 
Trust Fund 
730 
Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 731 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
  
      
Special Project 732 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 733 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 734 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Oral Health 
Coalition 
735 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
CHAT 736 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 737 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Communities 
Putting 
Prevention to 
Work 
738 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 739 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Coordinated 
School Health 
740 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 741 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 742 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 743 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 744 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 745 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
  
      
Environmental 
Strike Team 
Development 
746 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
KHREF 747 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
IEP Student 
School 
Contract 
748 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
HPP Training 
Coordinator 
749 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Accreditation 750 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 751 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 752 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 753 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 754 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 755 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
PREP 756 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Regional 
Epidemiologist
s HPP 
Activities 
757 
Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Humana 
Vitality 
758 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
  
Regional 
Preparedness 
Coordinators 
759 
Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
HANDS 
Federal 
Funding for 
Services 
760 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Smiling 
Schools 
Coalition 
Support 
761 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special  
Project 
762 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Environmental 
Strike Team 
Training - 
Sprint Cup 
763 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 764 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Tobacco 
Program 
Federal Fund 
765 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
MCH 
Coordinator 
766 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Competitive 
Home Visiting 
Services 
767 
Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Competitive 
Home Visiting 
- Start-Up / 
Admin 
768 
Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Snap - Ed 769 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
  
KCCSP - HB 
265 
770 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
PHEP Special 
Projects 
771 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 772 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 773 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 774 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 775 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Pediatric / 
Adolescent 
Services & 
Out / Follow 
800 Expenditures made for group activities reported in the Patient Services 
Supplemental Reporting System; reportable disease activities; 
identification, prevention, and control of outbreaks and epidemics 
including rapid response activities;; training and assistance; and 
management of these activities are directly charged to this Cost Center.  
Also includes expenditures for prescription drugs from pharmacies (minor 
object code 358). (Excludes activities specifically listed in Cost Centers 
802 – 809.)              All expenditures made to provide pediatric/adolescent 
personal health and Radiology/Pathology/Laboratory services will be 
allocated to this Cost Center from the 700 and 718 Cost Centers. 
      
Childhood 
Immunization 
801 Expenditures made to provide non-personal health Community 
Immunization Services as required in the annual Immunization grant 
application to the Federal Centers for Disease Control and Prevention. 
      
Family 
Planning 
Services & 
Other Services 
/ Activities 
802 Expenditures made for Family Planning group activities reported in the 
Patient Services Supplemental Reporting System; training and assistance; 
and management of these activities will be directly charged to this Cost 
Center.  Also, anesthesia (minor object code 205), sterilization 
expenditures (minor object code 312), and contraceptives (minor object 
code 362) will be directly charged to this Cost Center.                   All 
expenditures made to provide Family Planning Personal Health Services 
and Radiology/Pathology/Laboratory will be allocated to this Cost Center 
from the 700 and 718 Cost Centers. 
      
  
Maternity 
Services & 
Other Services 
/ Activities 
803 Expenditures for maternity classes and their management will be directly 
charged to this Cost Center.  Also, expenditures for anesthesia (minor 
object 205), delivery and related services (minor object 303), and 
newborn assessment/circumcision services (minor object 306) will be 
directly charged to this Cost Center.      All expenditures made to provide 
Maternity Personal Health Services and Radiology/Pathology/Laboratory 
will be allocated to this Cost Center from the 700 and 718 Cost Centers. 
      
WIC Visits & 
Other 
Activities 
804 Expenditures for WIC vendor related activities, group nutrition and 
breast-feeding counseling, and other WIC activities not related to 
individual patient visits will be directly charged to this Cost Center.     All 
expenditures made to provide WIC screening, enrollment, certification 
visits, food instrument issuance/electronic benefit transfer (EBT), 
personal nutrition education, and personal breast-feeding education 
services and lab tests associated with these visits will be allocated to this 
Cost Center from the 700 and 718 Cost Centers. 
      
Nutrition 805 Expenditures for group activities reported in the Patient Services 
Supplemental Reporting System; training and assistance; and 
management of these activities will be directly charged to this Cost 
Center.      All expenditures made to provide personal nutrition counseling 
services will be allocated to this Cost Center from the 700 and 718 Cost 
Centers. 
      
Tuberculosis 
Visits & Other 
Activities 
806 Expenditures for Tuberculosis reportable disease activities; identification, 
prevention and control of outbreaks and epidemics; TB group activities 
reported in the Patient Services Supplemental Reporting System; training 
and assistance; and management of these activities will be directly 
charged to this Cost Center.         All expenditures made to provide 
Tuberculosis Personal Health Services and 
Radiology/Pathology/Laboratory will be allocated to this Cost Center 
from the 700 and 718 Cost Centers. 
      
Sexually 
Transmitted 
Disease Visits 
& Other 
Activities 
807 Expenditures for STD reportable disease activities; identification, 
prevention and control of outbreaks and epidemics; STD group activities 
reported in the Patient Services Supplemental Reporting System; training 
and assistance; and management of these activities will be directly 
charged to this Cost Center.      All expenditures made to provide STD 
Personal Health Services and Radiology/Pathology/Laboratory will be 
allocated to this Cost Center from the 700 and 718 Cost Centers. 
      
KY Early 
Intervention 
Services 
808 Expenditures for KEIS (First Steps) activities reported in Patient Services 
Supplemental Reporting System will be directly charged to this Cost 
Center.       All expenditures made to provide Kentucky Early Intervention 
Personal Health Services will be allocated to this Cost Center from the 
700 Cost Center. 
      
  
Diabetes 809 Expenditures for diabetes group activities reported in the Patient Services 
Supplemental Reporting System; training and assistance; approved 
community diabetes activities, and management of these activities will be 
directly charged to this Cost Center.     All expenditures made to provide 
Diabetes Personal Health Services and Radiology/Pathology/Laboratory 
will be allocated to this Cost Center from the 700 and 718 Cost Centers. 
      
Adult Services 
& Follow Care 
810 Expenditures made for Adult group activities reported in the Patient 
Services Supplemental Reporting System; reportable disease activities; 
identification, prevention and control of outbreaks; training and 
assistance; and management of these activities will be directly charged to 
this Cost Center. (Excludes activities specifically listed in Cost Centers 
802 – 809 and 811 – 813.)      All expenditures made to provide adult 
personal health and radiology/pathology/laboratory services will be 
allocated to this cost center from the 700 and 718 Cost Centers. 
      
Lead Services 811 All expenditures made for this project as defined by the funding sources. 
      
Special Project 812 All expenditures made for this project as defined by the funding sources. 
      
Breast and 
Cervical 
Cancer 
813 Expenditures for Breast and Cervical Cancer group activities reported in 
the Patient Services Supplemental Reporting System; training and 
assistance; and management of these activities will be directly charged to 
this Cost Center. Also, expenditures for mammogram follow-up services 
(minor object 304), pap smear follow-up services (minor object code 
305), and initial mammogram services (minor object code 308), will be 
directly charged to this Cost Center.      All expenditures made to provide 
Breast and Cervical Cancer Personal Health Services and 
Radiology/Pathology/Laboratory will be allocated to this Cost Center 
from the 700 and 718 Cost Centers. 
      
Special Project 814 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Bioterrorism 815 Used to charge all non-Bioterrorism activities as defined by the funding 
source. 
      
MCH Needs 
Assessment 
Forum 
816 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 817 Used to charge all allowable direct expenditures as defined by the funding 
source. 
      
  
Community 818 Expenditures for approved community based activities for 
Pediatrics/Adolescents; Family Planning including CBEI and Special 
Initiatives; Maternity; Medical Nutrition; Adult Services; Dental; School 
Health; and the training, planning and management of these activities will 
be directly charged to this Cost Center.  
      
Bio-Focus A - 
Preparedness 
Coordination 
821 Preparedness Planning and Readiness Assessment - Preparation of the 
local and regional preparedness plans for bioterrorism, other outbreaks of 
infectious disease, and response to other public health emergencies. 
      
Bio-Focus B - 
Epidemiology 
/ Surveillance 
822 Surveillance and Epidemiology Capacity - LHD’s design, enhance, and 
develop systems for detection and response to bioterrorism and other 
outbreaks through the establishment of epidemiological capacity to 
investigate and mitigate such outbreaks. 
      
Bio-Focus E - 
Medical 
Reserve Corp. 
823 Health Alert Network/Communications and Information Technology - 
Enable LHD’s to establish and maintain a network for exchange of key 
information, training and the insurance of protection of data to respond to 
bioterrorism and other public health emergencies. 
      
Bio-Focus F - 
Exercise & 
Training 
824 Communicating Health Risks and Health Information Dissemination - 
Ensure that state and local public health organizations develop capacity 
for timely information dissemination on bioterrorism activities and other 
public health emergencies. 
      
Bio-Focus G - 
Training 
Coordination 
825 Education and Training - Assessment of training needs of key personnel 
including infectious disease specialists, emergency personnel and other 
healthcare providers to ensure preparedness for responses to bioterrorism 
and other public health emergencies. 
      
Special Project 
(Medical) 
826 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 
(Medical) 
827 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 
(Medical) 
828 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 
(Medical) 
829 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 830 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 
(Medical) 
831 Cost Center reserved for local special project that does not have a 
personal health component. 
  
      
Heart Disease 
& Stroke 
832 All expenditures made for Heart Disease & Stroke as defined by the 
Division of Adult & Child Health. 
      
Breast-Feeding 
(WIC) 
833 All expenditures for specified breastfeeding Regional Coordinators in 
agencies designated by the WIC State Office will be charged to this Cost 
Center. The expenditures will be for breastfeeding promotion activities to 
increase the breastfeeding rate. Expenditures will not be for direct one-on-
one services to WIC participants. 
      
Special Project 
(Medical) 
834 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Special Project 
(Medical) 
835 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Tobacco 836 All expenditures made for a tobacco education / consultation program 
(community) that does not have a personal health component. 
      
Abstinence 837 All expenditures made for an abstinence education/consultation program 
(community) that does not have a personal health component. 
      
Special Project 
(Medical) 
838 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Special Project 
(Medical) 
839 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Special Project 840 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Federal 
Diabetes 
Today 
841 All expenditures made for Diabetes Today activities as defined by the 
federal funding source. 
      
HIV 
Counseling 
and Testing 
Services 
842 All expenditures made to provide anonymous HIV counseling services 
and related lab tests will be directly charged to this Cost Center. 
      
HIV 
Prevention and 
Planning 
843 All expenditures made for an HIV Prevention and Planning project as 
defined by the Division of Epidemiology and Health Planning. 
      
  
State Care 
Coordinator 
and Consortia 
844 All expenditures made for a State Care Coordinator or Consortia project 
as defined by the Division of Epidemiology and Health Planning. 
      
Ryan White 
Services 
845 All expenditures made for a Ryan White Services project as defined by 
the Division of Epidemiology and Health Planning. 
      
Special Project 846 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 847 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Healthy Start 
in Child Care 
848 All expenditures made for a Healthy Start in Child Care project as defined 
by the Division of Maternal and Child Health. 
      
Special Project 849 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 850 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Special Project 851 Used to charge all allowable direct expenditures made for this Cost 
Center as defined by the funding source. 
      
Resource 
Persons 
852 All expenditures made for a Resource Persons project as defined by the 
Division of Maternal and Child Health. 
      
HANDS 853 All expenditures made for a HANDS project as defined by the Division of 
Maternal Child Health and the Department for Medicaid Services. 
      
WIC Field 
Staff 
854 All expenditures made for a WIC field staff project as defined by the state 
WIC office. 
      
Special Project 855 All expenditures made for this project as defined by the funding sources. 
      
Arthritis 856 Expenditures for group activities reported in the Patient Services 
Supplemental Reporting System.  Training, assistance; and management 
of these activities will be directly charged to this Cost Center. 
      
Physical 
Activity 
857 Expenditures for group activities reported in the PSRS.  Training, 
assistance; and management of these activities will be directly charged to 
this Cost Center. 
      
  
Supplemental 
School Health 
858 All expenditures made in schools or school associated centers for group 
activities reported in the Patient Services Supplemental Reporting System 
and for school activities that are not included in other projects. 
      
Special Project 
- Reserved 
859 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Special Project 
(Home Health) 
860 All expenditures made for this project as defined by the funding sources. 
      
Home Health 861 All expenditures made for this project as defined by Medicare and 
Medicaid. 
      
Special Project 
(Home Health) 
862 All expenditures made for this project as defined by the funding sources. 
      
Home Health 
Services for 
the Medically 
Indigent 
863 All expenditures made for this project as defined by the Division of 
Maternal and Child Health. 
      
Home Health 
High Risk 
Infant 
Assessment 
864 All expenditures made for this project as defined by the funding source. 
      
Special Project 
(Home Health 
EPSDT) 
865 All expenditures made for this project as defined by the Department for 
Medicaid Services. 
      
Special Project 
(Home Health) 
866 All expenditures made for this project as defined by the funding source. 
      
Special Project 
(Home Health 
In-Home Care) 
867 All expenditures made for this project as defined by the funding source. 
      
Home and 
Community 
Waiver 
Services 
868 All expenditures made for this project as defined by the Medicaid Home 
and Community Based Service Waiver Program Manual. 
      
Hospice 869 All expenditures made for this project as defined by Medicare and 
Medicaid regulations. 
      
  
Special Project 870 All expenditures made for this project as defined by the funding source. 
      
Special Project 
- Other 
871 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Special Project 
- Other 
872 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Special Project 
- Other 
873 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Special Project 
- Other 
874 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Special Project 
- Other 
875 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Special Project 
- Other 
876 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Special Project 
- Other 
877 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Special Project 878 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Special Project 879 All expenditures made for this project as defined by AFM. 
      
Special Project 
- Other 
880 All expenditures made for this project as defined by the funding source. 
      
Special Project 
- Other 
881 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Medicaid 
Managed Care 
882 All expenditures made to provide non-clinical services under Medicaid 
Managed Care partnership contracts. 
      
EPSDT Verbal 
Notification 
Outreach 
883 All expenditures made for EPSDT verbal notification/outreach activities 
as defined in the Memorandum of Agreement between the Department for 
Medicaid Services and the DPH. 
      
Mommy and 
Me 
884 All expenditures made for this project as defined by Passport Regional 
Medicaid Managed Care. 
      
  
Special Project 885 All expenditures made for this project as defined by the funding sources. 
      
Special Project 
- Other 
886 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Special Project 
- Other 
887 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Capital 
Construction 
888 All expenditures made for this project as defined by the AFM’s Local 
Health Budget Section. 
      
Special Project 889 Cost Center reserved for local special project that does not have a 
personal health component. 
      
Core Public 
Health 
Assessment 
and Policy 
Development 
890 All expenditures made for vital records, identification of community risk, 
analysis of health trends, and other Core Public Health Assessment 
activities not included in another Cost Center.  Also includes community 
based assessment and planning, modification of state and federal 
initiatives, information sharing, disaster plans and evaluation, and other 
Core Public Health Policy Development activities not included in another 
Cost Center. 
      
DPH 
Preventive 
Medicaid 
Match 
891 All expenditures made are invoiced by AFM. 
      
Minor 
Restricted 
892 Used for expenditures (excluding salaries and fringe benefits) made for 
minor items not chargeable elsewhere. 
      
Expenditures 
for Other 
Health 
Departments 
893 All expenditures made by one health department for services provided at 
another health department. 
      
Capital 894 All capital expenditures that do not have specific restricted funding. 
      
Allocable 
Direct 
895 Used as a suspense fund for close-out receipts, leave pay, fringe benefits, 
and other authorized items to include Preventive, Environmental, and 
State Unrestricted. 
      
Space Costs 897 All indirect expenditures made for space occupancy purposes that are 
allocated on a square footage basis. No revenue should be coded to this 
cost center. 
      
  
Department 
Indirect 
898 All indirect expenditures made that benefit environmental, medical, home 
health, and other Direct Cost Centers.  No revenue should be coded to this 
cost center. 
      
Clinic Indirect 899 All expenditures made for clinic scheduling, medical records, medical 
reception, medical service reporting, clinic supervision, and medical 
billing/accounts receivable activities that benefit the 700, 715, and 718 
Cost Centers.  May include general clinic training, general continuing 
education, or attendance at general purpose conferences for providers or 
support staff. No revenue should be coded to this cost center. 
      
Other Medical 
Indirect 
900 All indirect expenditures that benefit the direct medical Cost Centers (700 
– 859, 878 – 879, 882 – 884, and 890).  May include general medical 
training, general continuing education, or attendance at general purpose 
conferences for providers or support staff.  No revenue should be coded to 
this cost center. 
      
Environmental 
Indirect 
901 All indirect expenditures that benefit the direct environmental Cost 
Centers (500 – 595).  No revenue should be coded to this cost center. 
      
Other Indirect 902 All indirect expenditures that benefit the OTHER activities’ Cost Centers 
(871 – 877, 880 – 881, and 885).  No revenue should be coded to this cost 
center. 
      
Home Health 
Indirect 
903 All expenditures made for the Direct Home Health Cost Centers’ medical 
records, reception, service-reporting, and billing/accounts receivable 
activities (860-869).  Also includes any other indirect expenditures that 
benefit the Direct Home Health Cost Centers.  No revenue should be 
coded to this cost center. 
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